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Hospital Management's 
EDITORIAL PLATFORM 


1. To elevate the standards of hospital 
practice. 

2. To help in bringing good hospital 
service within the reach of every man, 
woman and child. 

3. To help physicians, nurses, social 
workers, dietitians and others having to do 
with the care of the sick and injured. 

4. To assist trustees of hospitals in better 
understanding their duties, responsibilities 
and relations. 

5. To stimulate the better training of hos- 
pital superintendents. 

6. To promote the education of the public 
regarding hospitals. 








SERVICE INTERRUPTIONS 


» » When even the national advertising—that is, that 
designed for public consumption—of a famous maker 
of flashlights and flashlight batteries, uses the dramatic 
elements inherent in the picture of the hospital sud- 
denlty caught embarrassingly without emergency light- 
ing facilities, it is high time that every hospital check 
over every part of its service facilities to see that noth- 
ing of the sort can bring it into an unfavorable public 
light. 

Most hospitals do have all the necessary provisions ; 
but these events occur just frequently enough to dem- 
onstrate that some of them are not as yet equipped to 
meet every emergency. The meeting of every and any 
emergency is something the public expects from hos- 
pitals, and no mitigating circumstance or excuse will 
prove acceptable. Unfair, but the great mass of the 
public is that way, and human nature being what it is, 
we can’t expect any change. 

Hearing of such an event, every person pictures 
himself on the table just as the lights go out; imagines 
the surgeon standing with poised scalpel, while his 
precious few moments under the anesthetic tick stead- 
ily away. 

Such a mind-picture is far from conducive of the 
best sort of relations with the community in which 
such an unfortunate incident might occur, and accord- 
ingly, every effort should be made to avoid it. 

As is pointed out in an article in this issue, the ad- 
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ministrator need not be an engineer to make certa'n 
that this or some other serious interruption of his ser»- 


ice facilities will not, cannot, take place. 


by all means should, consult and check with his engi- 


neer—at frequent intervals. 


purchasing new equipment for any of these services, 


assure himself, with the aid of engineers equipped 
judge the equipment, that it is soundly designed, wel 


built, and durable enough to stand up under consid- 


erably more of a load or strain than maximum use of 
it will ever put upon it. 

In this latter respect, reliability must take first place 
over the matter of costs, for a single unfortunate epi- 
sode could easily cost the hospital more in the way of 
lost prestige, patronage and possible lawsuits than the 
original cost of the equipment. 


WORTHY OF SUPPORT 


» » It is pleasing to note that new drives are being 
instituted almost daily to cut down the appalling acci- 
dent and death toll which the highways exact today. 
In Chicago, a Mayor’s Safety Committee is pushing 
an active educational program, municipal judges are 


fa: 


sentencing certain traffic offenders to visit the morgu 
or accident wards of hospitals, and the Chicago Tribun 
is hammering away editorially for elevated highways 
and grade separations, pointing out that this would be 
an excellent use of Federa! ‘easy money.” 

The big national magazines are also joining in the 
war on the traffic toll with vigorous articles by famous 
authors. The September issue of Ladies’ Home Joutr- 
nal carries an article by that writer-agains‘-death Dr. 

‘aul de Kruif, one of a series appearing in the pu))li- 
cation. It also prints a safety seal in each issue which 
may be placed on the windshield of every car whose 
driver promises to drive safely. 

“It was Mayor Hoan, with his honest, fiery, life- 
death-hating spirit, who first had the idea for 


loving, 
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He may, and 
He can, and must, when 
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waukee’s safety commission—who started it on its 
‘en years of death-fighting crusade that had never 
t--down, that is never-ending, ”” Dr. de Kruif 
es. “ ‘How have you people done it?’ I asked Dan 
in. ‘Simply because we value human life and wel- 
here more than a dollar,’ he said!” 
wernor Harold G. Hoffman, of New Jersey, gives 
d advice to would-be Sir Malcolm Campbells in 
American Magazine for August in an article en- 
*Mile-A-Minute Men.” 
. ‘The stock retort is: 


Governor Hoffman 
‘But I’ve got swell brakes. 


Yes? Well, Sir Malcolm 


Campbell has swell brakes, too—several sets of them. 


in stop on a dime.’ 
Yet it takes him five miles to bring that car to a stand- 
still from top speed. You are no Campbell and your 

is no ‘Bluebird, yet the reference may suggest 
something.” 


it it was J. C. Furnas, whose original article, 
\nd Sudden Death,” in the August issue of 


With de- 


‘rate brutality of style, he said, “An enterprising 


Keader’s Digest, who created a sensation. 


e now and again sentences reckless drivers to tour 
accident end of a city morgue. But even a man- 
body on a slab, waxily portraying the conse- 
isn't a patch on the scene of 
No artist working on a safety 


ices of bad motoring, 
the accident itself. 
poster would dare depict that in full detail. 

(hat picture would have to include motion-picture 
and sound effects, too—the flopping, pointless efforts 

the injured to stand up; the queer, grunting noises ; 


the steady, panting groaning of a human being with 
pain creeping up on him as the shock wears off. It 
should portray the slack expression on the face of a 
man, drugged with shock, staring at the Z-twist in his 


broxen leg, the insane crumpling effect of a child's 
body after its bones are crushed inward, a realistic 
portrait of an hysterical woman with her screaming 
month opening a hole in the bloody drip that fills her 
eyes and runs off her chin. Minor details would in- 
clu’e the raw ends of bones protruding through flesh 


‘ompound fractures, and the dark red, oozing 


ERY LINE OF HOSPITAL ACTIVITY 
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surfaces where clothes and skin are flayed off at 
once, . 

“This spring a wrecking crew pried the door off a 
car which had been overturned down an embankment 
and out stepped the driver with only a scratch on his 
cheek. But his mother was still inside, a splinter of 
wood from the top driven four inches into her brain 
as a result of son’s taking a greasy curve a little too 


fast. just a 





No blood—no horribly twisted bones 
gray-haired corpse still clutching her pocketbook in her 
lap as she had clutched it when she felt the car leave 
the road.” 

All these and countless other horrible scenes are all 
too familiar to the personnel of the accident ward to 
every hospital. The victims are brought in; they must 
be given every aid and attention humanly possible. 
Yet all too often neither they nor the person respon- 
sible for the injury of some totally innocent victim 
can or does pay for the hospital service rendered. 

It presents a serious problem of ever-growing pro- 
portions to the hospitals of the country and with the 
prospects of governmental aid as slim as they are, the 
best chance of lessening the load appears to lie with 
getting behind the educational safety campaigns now 
being pushed so vigorously. Articles like Mr. Furnas’ 
should do much to bring the horror home. 

For this reason the entire hospital world owes a 
debt of gratitude to all of those working towards a 
drastic reduction in the toll of 36,000 dead and more 
than a million injured last year. 



















“T have just had the pleasure of reading your August 
number of HosprraL MANAGEMENT and I want to 
compliment you on the make-up and your editorial staff. 
I have always enjoyed HospirAL MANAGEMENT very 
much and I am sure I am going to enjoy it more. I 
wish for you and your personnel much success. — 
Robert Jolly, President, American Hospital Associa- 
tion. 

» « 


“..1 fully expected to write you before this time to 
compliment you on the August issue of HospiTaL 
MANAGEMENT. This is certainly a very attractive look- 
ing hospital magazine and I am confident your new 
make-up will be well received and appreciated. 

“Tf I may be so bold as to comment on the platform, 
I would say that it is excellent in all but one particular. 
I can’t help but feel that in the stated program you 
have almost overlooked the hospital superintendent 
himself. After all, HosprraL MANAGEMENT, in my 
opinion, should be primarily to help hospital people, and 
not alone the patient, public, doctors, nurses, etc.”— 
H. E. Bishop, Superintendent, The Robert Packer Hos- 
pital, Sayre, Pa. 

» « 

“This morning I had the pleasure of reading the 
August issue of HosprraL MANAGEMENT and I wish 
to congratulate you and your associates upon the many 
new ideas which you have incorporated in the new 
set-up of the journal. You have made it exceedingly 
attractive, have utilized very fully modern ideas in 
set-up, and you have obtained an Editorial Board which 
should be of tremendous assistance to your full time 
staff. Again, I wish to congratulate you upon the 
initiative and talent which has been displayed in this 
number.—G. Harvey Agnew, M.D., Secretary, De- 
partment of Hospital Service, Canadian Medical As- 
sociation. 

» « 


“T was very favorably impressed with the articles 
which appeared in the August number and also with 
the make-up. I think perhaps some of the details could 
be improved but have not had an opportunity to give it 
enough study to make suggestions as yet.’’—Ingersoll 
Bowditch, Treasurer, Board of Trustees, Faulkner 
Hospital, Boston. 

» « 


“..Relative to the items in the platform, I think 
the most important is number five, which has to do 
with the training of hospital executives and super- 
intendents. This is the most vital need today. When 
this is accomplished then all of the other problems can 
be solved easily. 

“We might well give consideration to another item 
to the effect that all hospitals should be operated free 
from political influence. This, of course, is definitely 


6 


eee oS 


PESEESS 


ACROSS THE EDITOR‘S DESK 


in connection with State, County or City institutions.” 
—Newton E. Davis, Executive Secretary, Board of 
Hospitals, Homes and Deaconess Work of the Mcth- 
odist Episcopal Church. 

The staff of HospriraL MANAGEMENT wishes to express its 
sincere thanks to the writers of the above letters and scures 
of similar ones received which were complimentary in tone 
and filled with helpful suggestions. And we wish to renew 
our expressed determination to build and develop this journal 
to the limit of our capabilities. Frankly, we hoped our rea: ers 
would like our first issue, and as succeeding ones come along 
we hope to improve each number. To this end, we welcome 
your suggestions, and are eagerly seeking just the sort of 
material which will be most helpful to you. 

» « 


“In the current number of HosprraL MANAGEMENT 
I have noted with interest the list of members of ‘he 
Editorial Advisory Board together with their connec- 
tions. But I note with a good deal of surprise that the 
psychiatric institutions have no representation whit- 
ever. 

“This is particularly interesting in view of the fact 
that more than 50 per cent of the hospital beds in the 
United States are for mental cases and the problems of 
hospital management are quite as important and com- 
plicated as those of the general hospitals. 

“There are many similarities in the special and gen- 
eral hospital administration, but it would seem that 
some representation of the mental group would make 
this journal much more valuable to mental hospital ac- 
ministrators. 

“I have been a subscriber to this magazine for a 
number of years and feel quite free to make this sug- 
gestion.” 

The suggestion made is completely in order. And for the 
benefit of the administrators of mental and other types of 
hospitals not as yet represented on the Editorial Advisory 
Board, we wish to explain that the Board is not as yet com- 
plete. It was assembled as rapidly as possible at a time w 
vacations were at their height and when the publication \ 
undergoing the stress of complete reorganization. 

Likewise we recognize that there are important hospital 
activities which are as yet neither represented on the Advisory 
Board nor by departments in the magazine which recognize 
their importance. We have a considerable distance to travel 
in these directions, but month by month these gaps in our 
structure will be filled, until our editorial material will com- 
pletely cover hospital activities in all their ramifications. 

» « 

“If everything goes as scheduled, I shall start ge: 
ting up tomorrow after my six weeks’ sojourn in be | 
I feel very well, but I still believe that I shall not |¢ 
able to attend the Convention in St. Louis.”—C. |. 
Cummings, Superintendent, Tacoma General Hospit«’. 

We know Mr. Cummings’ host of friends will regret hear- 
ing of his recent illness, and will join with us in wishing hin 
a speedy enough recovery to enable him to attend the 
convention. 
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A NEW BOOK 


d 
Maleolm T. MacEachern, M.D., C.M. 








that should be in every Hospital Library 
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A comprehensive book of nearly 1000 pages for Hospital 
Administrators, Executives and Staff Members—in fact, 
everyone interested in hospital work. 





Dr. MacEachern, Associate Director of the American Col- 
lege of Surgeons in charge of Hospital Activities, and one 
of the leaders in the field in this country, wrote this book 
from his accumulated experience of many years as Hospital 
Administrator and pioneer in hospital standardization. Now, 
after several years of intensive work on his part the book 
is about to become a reality. 

















































































































Every chapter of this history-making volume has scores of 
valuable ideas for every hospital executive. Every hospital 
activity is thoroughly covered and to make the picture com- 
plete there are many carefully worked out charts of organ- 
ization. New subjects, new methods and modern trends 
are interestingly treated in this book. 


The mere announcement of a book by Dr. The book will contain 22 full page illustrations by a re- 
MacEachern is sure to meet with a hearty nowned artist and almost 200 illustrations of charts, forms, 


response in the hospital field. We suggest aii pa 3 i; - 
iii: ballh aia: shdinn Gan: a 6 e eiate ete. In size it will be about 934 by 61% inches. Price $7.50. 


of a copy as soon as ready. PUBLISHED BY 


& PHYSICIANS’ RECORD CoO. 


161 W. Harrison St. Chicago, Illinois 
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IN THE SUPPLIERS’ LIBRARY 


ANESTHETICS 

No. 350. “Why Use Gases as Anesthetics and Re- 
suscitants?” A 32-page booklet from periodical and 
text literature on this subject. Published by Puritan 
Compressed Gas Corp. 

No. 358, 359, 360. Booklets on “Spinal Anesthesia,” 
“Obstetrical Analgesia” and “Open Ether Anesthesia,” 
authoritatively prepared for the profession by E. R. 
Squibb & Sons. 

ANTISEPTICS, DISINFECTANTS 

No. 342. A table showing the amount of Lysol dis- 
infectant and water necessary to make solutions of vari- 
ous strength, together with a description of the correct 
solutions to use for various purposes in the hospital. 
Also a dilution chart for use in the laundry. Lehn & 
Fink, Inc. 

BEDDING 

No. 364. “The All-Wool Blanket,” a booklet giving 
details of the manufacture and care of wool blankets, 
bedmaking, etc. Kenwood Mills. 

No. 369. “Care of All-Wool Blankets,” a detailed 
description of the methods of storing, laundering, clean- 
ing and otherwise caring for wool blankets so as to 
keep them in good condition. Published by Kenwood 
Mills. 

CASTERS 

No. 393. A well illustrated descriptive catalog of 68 
pages, showing every type of caster, wheel, slide and 
socket for hospital use, covering the entire Bassick line. 
The Bassick Company. 

CHINA 

No. 351. “Adobe Ware,” a beautifully illustrated 
12-page booklet describing the newest type of china for 
general and tray service. Onondaga Pottery Co. 

No. 379. A folder on “Econo-Rim,” a new design 
in china for the purpose of saving tray and table space. 


CLEANING MATERIALS, SUPPLIES 

No. 373. An authoritative discussion of cleaning 
problems, “Building Cleanliness Maintenance,” in at- 
tractive form. Colgate-Palmolive-Peet Co. 

No. 376. “Wyandotte Products for Hospitals and 
Institutions” explains how all cleaning in the hospital 
and institution can be done, and how every rule of 
thorough, safe and economical cleaning can be easily 
followed. The J. B. Ford Co., Wyandotte, Mich. 

No. 392. “Maintenance Cleaning Illustrated.” This 
booklet covers the entire field of maintenance cleaning. 
J. B. Ford Co. 

COTTON, GAUZE, ADHESIVE 

No. 405. “Hospital Service Book and Catalog No. 
2,” issued by Johnson & Johnson, containing editorial 
and catalog material about surgical dressings, sutures, 
CIC. 

CUBICLE EQUIPMENT 

No. 337. “Privacy in the Modern Hospital’ is the 

title of a valuable booklet on cubicle screening published 
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Request to Hospital Management will 
bring these new folders and latest informa- 
tion about equipment and supplies. Ask 
for them by numbers for convenience. 





by H. L. Judd Co. After outlining the problems in- 
volved in securing privacy -for ward patients, the book- 
let works out concrete solutions for many problem: 


FOOD PRODUCTS 
No. 380. Kraft-Phenix Cuisine Service. Sixty 
cheese recipes on filing cards; additional recipe scnt 
each month. Kraft-Phenix Cheese Corp. 
No. 402. “The Use of Rice on the Hospital Menu.” 
Rice facts, menus, recipes and rice’s role as a flavor cx- 
tender. Published by Southern Rice Industry. 


INFANT IDENTIFICATION 

No. 390. “Nursery Name Necklace.” A pamplilet 
describing the advantages and uses of this patenicd 
system of infant identification. J. A. Deknatel & Son, 
Inc. 

KITCHEN EQUIPMENT 

No. 252. “Scientific Hospital Meal Distribution.” 
Swartzbaugh Mfg. Co., Toledo, O. 

No. 276. “Modern Kitchens.” A 70-page booklet. 
International Nickel Co. 

No. 396—‘“How to Make and Serve Perfect Toast.” 
In preparing this booklet, months of time and study 
were devoted to the subject; dietitians, bakers, millers, 
and prominent restaurant men were consulted, and the 
facts set forth are based upon accurate data obtained 
from reliable sources. Waters-Genter Company. 


LINENS 

No. 375. “Towels and Their Story,” describing 
manufacture, care and selection of towels for all pur- 
poses. Cannon Mills. 

LIGHTS 

No. 404. Modern Surgical Illumination. A new 
pamphlet describing recent and important developmet:'s 
in surgical illumination, prepared by the Wilmot Casi'e 
Company. 

MATERIA MEDICA PAMPHLETS 

No. 340. A complete series of pamphlets, many «{ 
which, such as “The Mystery of Sleep,” “Why the C.t 
Unit?” and “When Chemists Turned from Gold ‘0 
Drugs,” are especially useful in teaching materia medi: 1 
to student nurses. Available in any quantity. Hol. - 
man-La Roche, Inc. 

No. 400. “A New Remedy for Post-Operative Inte - 
tinal Atony.” A discussion of the action of Prostigm:! 
-—a parenteral stimulant of peristalsis. Hoffman-L:- 
Roche, Inc. 
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No. 401. “A New and Revolutionary Treatment for 
Gastro-Duodenal Ulcer.” Theories of peptic ulcer 
causes are discussed, many bibliographical references 
are listed, and the use of Larostidin is described. Hoff- 
mani-LaRoche, Inc. 

MISCELLANEOUS 

No. 394. “Polar Water Stills.” This catalog goes 
into the art of water purification, the needs and how 
to accomplish it, and gives more complete data than 
has ever been comprehended in a water still catalog. 
U. Ss. Bottlers Machinery Co. 

No. 398. “Operative Procedure,” published by John- 
son & Johnson. Forty drawings created by Tom Jones, 
illustrating surgical technique. Many of the illustra- 
tions are not to be found elsewhere in medical literature. 


MOTION PICTURES 
No. 388. “D&G Surgical Motion Piciures.”’ A book- 
let by Davis & Geck listing a group of motion pictures 
demonstrating surgical anatomy, pathology and various 
operative technics, which are available without charge. 


NURSES’ UNIFORMS 
No. 368. The “White Knight” list of quality gar- 
ments for all hospital purposes, as well as linens and 
blankets, with prices. Issued by Will Ross, Inc. 
PAGING AND PUBLIC ADDRESS SYSTEMS 
No. 372. A handsomely-illustrated booklet describ- 


ing in detail Western Electric program distribution sys- 
tems for hospitals. Graybar Electric Co. 
RADIOGRAPHY 

No. 367. Free of charge regularly to any hospital 
executive interested in radiography, “Radiography and 
Clinical Photography,” a magazine published by East- 
man Kodak Co. 

RECORDS 

No. 385. “The Fundamentals of a System of Hos- 
pital Records.” The collection and preservation of the 
essential Professional Service Records in the Hospital. 
Physicians’ Record Co. 

No. 389. “Standardized Hospital Record Forms.”’ 








Filing devices, accounting material and complete record 
equipment. Physicians’ Record Co. 
SOLUTIONS 

No. 403. “Parenteral Administration of Fluids.” A 
brochure and complete information on Filtrair Solu- 
tions. Published by Hospital Liquids, Inc. 

No. 395. “44 Questions Frequently Asked About 
Baxter’s Intravenous Solutions in Vacoliters and the 
Answers.” American Hospital Supply Corp. 

No. 397. “Dextrose Intravenously,” “Bibliography 
Dextrose Intravenously”’ and “The Prescribing of Dex- 
trose Phleboclysis.”. By Bernard Fantus, M. D.  Dis- 
tribution through salesmen of American Hospital Sup- 
ply Corporation. 

STERILIZERS 

No. 234. “American Sterilizers and Disinfectors.” 
Catalog. American Sterilizer Co., Erie, Pa. 

No. 383. Price list of Castle Hospital Sterilizers, 
with which they will also send literature describing 
Castle Hospital Sterilizers. 

SUTURES, LIGATURES 

No. 361. “Manual of Surgical Sutures and Liga- 
tures,’ a 56-page description of the manufacturing 
processes, uses and behavior of all kinds of sutures and 
ligatures. Published by Davis & Geck. 

No. 399. “A Brief History and Complete Catalog 
of Curity Products,’ a 48-page spiral-bound booklet 
published by the Lewis Manufacturing Co., fully illus- 
trated and handsomely printed. 


X-RAY EQUIPMENT, SUPPLIES 


No. 381. “A New Fracture, X-ray and Orthopedic 
Table.” Literature describing method of watching and 
guiding reduction of fractures under the fluoroscope, by 
the use of oil-immersed, shock-proof X-ray unit. A 
single table for radiographic diagnosis before and after 
reduction, as well as fluoroscopic observation during 
immobilization and reduction, without moving the pa- 
tient. General Electric X-ray Corp. 

No. 386. “X-Rays and Health’ and “X-Rays in 
Dentistry.” Eastman Kodak Co. 
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you'll find valuable help in the booklets and pamphlets 
listed. They are published by manufacturers and dealers 
serving the hospital field and contain much useful infor- 
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Tuberculosis and wax NURSE 


» » » THE LIFE OF THE NURSE, whether 
she be a specialist or engaged in the gen- 
eral practice of her art, is filled with re- 

sponsibilities. Many of these she assumes quite nat- 
urally, but others are thrust upon her, sometimes against 
her wish. But even these latter responsibilities should 
be natural for the nurse. As a citizen of the com- 
munity in which she lives she is almost always looked 
up to and respected. The health and happiness, not 
only of those whom she numbers among her patients 
but also of the community itself, are dependent to a 
large extent upon her skill and knowledge of nursing. 
She should naturally and willingly obligate herself to 
bring to her patients all the comforts and protection 
from disease which naturally arise out of experience 
not only in the art of caring for the patient at the bed- 
side but also in a knowledge of measures necessary for 
the prevention of disease. 

In no instance is this obligation more binding than in 
the treatment and prevention of tuberculosis, and this 
obligation is not lessened because of the presence in the 
community of organized agencies having for the pur- 
pose of their existence the eradication of this disease. 
It is true that the family physician usually has the first 
opportunity not only to detect the presence of disease 
in any form but to line up his forces for its cure and 
for the prevention of its spread to others. His forces 
are and should be, where possible put under the com- 
mand of a competent nurse, whether he be a private 
physician or whether he be part of a public health 
organization. It is she who is able to remain with the 
patient and teach and aid him in carrying through the 
necessary detailed formula not only for obtaining the 
cure but also for the prevention of spread .to others. 
If tuberculosis is to be treated successfully in the home 
or general hospital, particularly where children are 
present, competent nurses trained in the field of tuber- 
culosis should be a necessary part of this program. 

There has been a tendency among many nurses, 
once a diagnosis of tuberculosis has been made by the 
physician, to shift the responsibility of caring for such 
a patient. Too much of this shifting of responsibility 
has been done. This to my mind has grown out of 
the fact that few nurses have received any training 
Whatsoever in tuberculosis work and the whole subject 
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has remained vague in their minds particularly as re- 
gards the care of the patient from a public health 
standpoint. No campaign against tuberculosis or any 
other disease can be successful without the assistance, 
the vigilance and the wholehearted support of not only 
the nurse but also the general practitioner. 

We must bear in mind that, as Krause says, “A cen- 
tury ago the toll of tuberculosis was one out of every 
three or four deaths, a generation ago, one out of every 
seven deaths.” Mankind was stunned when in the 
fourteenth century the bubonic plague killed one-fourth 
of the population. On the other hand the march of 
tuberculosis that has destroyed throughout the cen- 
turies one out of every four lives has been incon- 
spicuous and unfeared. The destruction of 36,000 lives 
in England in 1928 and of 88,000 lives in the United 
States in 1929 does not seem to us, accustomed as we 
are to the insiduous march of tuberculosis to be so 
dramatic. The ravages incident to the course of tuber- 
culosis are not spasmodic and the results are not so 
apparent as in the case of epidemic diseases. Never- 
theless in tuberculosis we are dealing with a disease 
which claims at the present time between 75,000 and 
100,000 citizens of the United States annually. It still 
causes more deaths between the ages of 20 and 45 in 
this country than all of the deaths caused by heart dis- 
ease, pneumonia, cancer, kidney disease, and disease of 
the arterial system combined. Nearly 2,000,000 peo- 
ple in the United States have tuberculosis in some 
form, and of these close to 1,000,000 have active tuber- 
culosis of the lungs. The mortality rate from tuber- 
culosis in Kentucky is one of the highest of all the 
United States. Although declining, the death rate of 
99.2 per 100,000 in Louisville in 1931 does not com- 
pare favorably with the average figure of around 69 
per 100,000 for the United States as a whole. Any 
disease which creates such frightful and costly havoc 
is a problem of great magnitude and deserves our every 
effort to combat it successfully. 

How may the nurse help in this program? She 
must not assume the attitude of “hands off” once she 
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knows a patient has tuberculosis. If this attitude of 
fear and lack of interest is taken no great strides will 
be made. The nurse must through the proper train- 
ing and knowledge of tuberculosis be made to feel safe 
with her patient and greater still she must be made to 
feel that she is making countless others safe through 
the proper management of the case. 

In order to allay the fears incident to the exposure 
of the nurse to a known open case of tuberculosis, it 
might be of interest to know that a considerably higher 
percentage of nurses in general hospitals break down 
with active tuberculosis than is the case for nurses in 
tuberculosis sanatoria. At Waverley Hills Sanatorium 
there has been only one nurse during the past ten or 
twelve years that has broken down with tuberculosis. 
This of course excludes nurses known to have had 
tuberculosis previous to their employment. This per- 
centage is much less than that seen in the general 
population of the country. All of our nurses receive 
a routine X-ray examination before they are employed 
and the majority of these nurses remain on active duty 
over a period of several years. In other words there 
would be ample opportunity for infection and disease if 
it were their lot to get it. What then are some of the 
reasons for the higher incidence of tuberculosis in 
nurses of general hospitals? Recent work by Greer 
shows relatively low incidence of tuberculous infec- 
tion among probationers in hospitals. As opportunities 
for contact with patients become more distinct the in- 
cidence as shown by the tuberculin test rises steadily. 
This shows that there is very evidently a break in the 
protective measures employed routinely in these insti- 
tutions. From a paper presented before the Canadian 
Medical Association by Dr. David A. Stewart in June, 
1932, I would like to quote the following: In a Can- 
adian Tuberculosis Association prize essay, “Ross 
reported in 1929 that 60 nurses or pupils from 20 hos- 
pitals had been treated at the Manitoba Sanatorium dur- 
ing five years, with as many as 17 under treatment 
at one time. A large proportion had broken down 
during training or within a year thereafter, and acute 
or childhood types of disease were dominant. The 
conclusion could not be escaped that something in the 
hospital environment had been responsible. None of 
the hospitals from which these nurses came had sec- 
tions for the treatment of tuberculosis. The chief 
sources of infection presumably were ordinary hospital 
patients with uncomplained of, unnoticed, unsuspected, 
undiagnosed and “untagged” background tuberculosis. 
He estimates that 6% of nurses entering upon training 
courses in general hospitals may expect to develop 
tuberculosis during training or soon after. 


Out of a total of 670 student nurses in training in 
the Vancouver General Hospital at the beginning of 
1925, or admitted to the school up to the end of 1927, 
a report of 1930 showed that 15 had been treated for 
pulmonary tuberculosis, two had tuberculous menin- 
gitis, three pleurisy with effusion, and six lesions show- 
ing by x-ray but without symptoms—26 in all, or 
nearly 4% of the student body. 

Myers tells of a general hospital class of 30 in which 
four developed tuberculosis during training or soon 
afterwards—a 13% incidence. 

Shipman and Davis in a study of student nurses in 
the University of California training school during 
several years found that the average infection rate in 
six years was 2.6%. 

Miss Whitney points out that of all the nurses aided 
by the Relief Fund of the American Nurses’ Associa- 
tion the disability is tuberculosis in 54%, and of those 
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between ages 21 and 30, 75%. She shows the in- 
cidence of tuberculosis to be one-third higher in 
nurses in training in hospitals than among women of 
the same ages in general population. 

What about sanatoria where all the patients are 
tuberculous? In a follow-up study of 737 present and 
former workers in a hospital for diseases of the chest, 
Gordon and Cashman found the incidence of tuber- 
culosis showing after the termination to be about 2% 
Toan reports tuberculosis as developing in only four 
of 857 employees other than ex-patients at the Mich- 
igan State Sanatorium and quotes a statement that 
‘No case of pulmonary tuberculosis has been known to 
develop among the many hundreds of healthy employees 
at the Trudeau Sanatorium during 45 years.” Dr, 
Arthur Laird reports that of Nopeming’s 1,800 em- 
ployees in 20 years, excluding 300 who were ex- 
patients, 18 or 1% have since developed symptoms or 
signs of tuberculosis, 12 with bacilli. Six of the 18 
had a definite family history of tuberculosis.” 

There must be at all times in general hospitals 
patients with known, suspected, or unknown tubercu- 
losis, all of which are active, open cases. It is par- 
ticularly the latter two groups of cases that are ap: to 
spread the disease, not only to nurses but also to other 
patients, particularly if they remain in the hospital over 
a protracted period. Better history taking with re/cr- 
ence to the chest and more thorough chest examinat:n 
and x-ray examination on suspected cases would no 
doubt help considerably in eradicating the disease. It 
might be suggested that supervisors in charge of the 
various wards in hospitals who have had a previous 
course in tuberculosis work would be of inestimaile 
value to the public health. Physicians who admit their 
patients for treatment of some more obvious disease 
might easily overlook tuberculosis if they depend sole- 
ly on the physical examination of the lungs. Indeed 
they would be wrong in at least 25% of the cases where 
tuberculosis is present unless an x-ray also is resorted 
to. In many of these cases the nurse trained in tuber- 
culosis who is in constant contact with the patient 
might more readily observe an obscure symptom and 
report it to the physician and such a case could then he 
properly isolated in a special ward and the precautions 
against infection observed. It might be suggested that 
each hospital have a tuberculosis ward or at least a 
place to isolate all known or suspected cases. A trained 
nurse particularly in this field would serve well as 
supervisor of such wards, and she could in turn in- 
struct all nurses under her not only as to the proper 
care of the patient but as to the public health problems 
connected with the case. 

It is suggested that all general hospitals as well as 
sanatoria, before accepting an intern but particularly 
a nurse for duty require a thorough physical examin: 
tion and an intracutaneous tuberculin test. An x-ray 
of the chest shouJd then be made on all the positi\ 
reactors. It is only in this way that most early cases 
of tuberculosis are picked up. Not only would this }e 
of definite benefit to those doctors and nurses found ‘o 
have disease but it might be the means of saving count- 
less others in the hospital from becoming infected |'y 
them. This would hold true particularly in a children s 
ward. These x-ray examinations would be practical 
every year. I feel that the problem of prevention of 
tuberculosis is of such magnitude that all suspected 
patients admitted to any general hospital should be 


(Continued on Page 36) 
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APPROACHING 
THE PROBLEM 
OF 


plann ing HOSPITAL BUILDING 


» » » IT IS RATHER GENERALLY known 
that the successful hospital building re- 
quires most careful planning and construc- 

tion. Trustees, however, are often puzzled as to how 

to obtain these results. The question is frequently 

asked: “Should we first employ an architect, or a 

hospital consultant ?” 


Although the question may suggest the old wheeze, 
“Which came first, the hen or the egg?” it can per- 
haps be answered more satisfactorily. 


The functions of an architect and a consultant are 
by no means identical. Let us assume that a medical 
consultant has sufficient knowledge of drawing to be 
able to produce a rough set of sketch plans. Many 
have that ability and are competent to make workable 
layouts for hospital plans. 

Nevertheless, when plans are thus predetermined 
by a consultant before an architect is engaged, the 
final result is apt to be less satisfactory than if the 
problem were approached from a different angle. 

An architect in planning a building has constantly 
in mind not only the functional relationship of rooms, 
but also the economical arrangement of steel framing, 
plumbing, heating, electric conduits and equipment. 
It is probable, therefore, that a building constructed 
from his plans would be cheaper to build and certainly 
would escape many of the difficulties due to compli- 
cated systems of piping of all kinds. 

The hospital consultant performs a function not 
within the province of the architect. He should be 
so familiar with the operation of the hospital plant 
in all of its details, as to be able to evaluate the arch- 
itect’s layout and to determine not only the immediate 
needs, but also the ultimate future development of the 
institution. 

Beyond this, he should be a man of such vision as to 
be able to discern the trend in medical, surgical and 
nursing technique. With such advice buildings could 
be planned and equipped in a manner to make it pos- 
sibie to keep step with progress, without the expense of 
drastic alterations, and thus avoid early obsolescence. 

if the hospital consultant were to attempt to acquire 
the detailed knowledge of the architect, he would be 
ob''ged to so neglect his own specialty as to be of 
lit''e value as a consultant. 
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It will be apparent that the converse is equally true. 
The practice of architecture is a full time job, and an 
effort on the part of the architect to equip himself to 
perform the services normally required of a consultant, 
would probably result in establishing for him a rating 
of mediocrity in either field. 


Let us now answer our question by saying that an 
architect and a consultant make an ideal combination, 
but that the architect, who in the last analysis is to 
be held responsible for the final result, should take 
the initial steps in planning hospital buildings. 

Another question often asked is, “Can every archi- 
tect plan a good hospital building?” It is probable 
that any architect who has designed other buildings 
which are well planned and properly constructed and 
which are comparable in size and complexity with 
hospital buildings, can also plan good hospital build- 
ings, provided only that he is willing to devote sufficient 
time to the necessary study and research, and that he 
has an infinite capacity for detail. 

Surgeons who have acquired fame in performing a 
special operation often believe that it is helpful to 
occasionally perform an operation of a different kind. 
Likewise, in the planning of hospital buildings, excur- 
sions into other fields increase alertness, keep one 
from going stale, and enable one to approach each 
problem in a spirit of adventure. 


Many of our finest hospitals have been planned by 
architects, the major portion of whose practice con- 
sists of buildings of other types. 

And now we can make final answer to the puzzled 
trustees, who are confronted with the problem of 
planning new hospital buildings, or modernizing an 
existing plant. 

First, select an architect who has a reputation for 
the quality of his buildings. 

Second, in consultation with the architect, obtain 
the services of a hospital consultant of experience and 
vision. 

Last, but by no means least, give these men your 
entire trust, in the confident belief that they will devote 
themselves unselfishly to the task of finding the best 
solution of your problem, 

Present day economics are a challenge to all hos- 
pitals which are not tax-supported. This may be met, 
in part at least, by a closer approach to maximum 
efficiency in plant, operation, equipment, and service. 
In such appraisals, the architect and the consultant can 
furnish valuable assistance. 
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» » » EVEN IF THE HOSPITAL auxiliary 
organization produced no direct financial 
return, the time and trouble taken in get- 

ting one started and keeping it going is repaid many 

times over in increased interest, in a closer feeling of 
friendliness toward the hospital by the community, and 
in indirect financial returns. 

A weil organized auxiliary can raise considerable 
sums directly for the hospital, however, in addition to 
those indirect returns which actually may be the more 
valuable. To illustrate this, let us examine the activi- 
ties of the auxiliaries of the Delaware County Hos- 
pital. 

The Delaware County Hospital is in a suburban com- 
munity which, in some respects, is composed of a num- 
ber of smaller communities, and many of these smaller 
communities are known in the neighborhood by special 
names. The hospital, through its board members and 
superintendent, has been able to organize small aux- 
iliaries in many of these small communities. At the 
present time there are about twelve more or less active 
auxiliaries of the hospital. Each of them has a dis- 
tinctive name which comes from the name of its com- 
munity. For example: Highland Park Auxiliary of 


the Delaware County Hospital, Stonehurst Auxiliary of 
the Delaware County Hospital, Lansdowne Auxiliary 


of the Delaware County Hospital, and so on. 

Each of these auxiliaries has its own organization, 
with its own by-laws and with its own method of in- 
teresting the people in its community in the hospital 
and in raising funds for the hospital. All of these 
auxiliaries are confederated into the “United Aux- 
iliaries of the Delaware County Hospital.” Each local 
auxiliary is represented in the United Auxiliary by its 
president and one other member, elected by the local 
group. 

Two other groups have been organized and are func- 
tioning—one of them, the Musical Association of the 
Delaware County Hospital draws its membership from 
the entire community surrounding the hospital. Many 
of its members are also members of the auxiliaries. 
This group, as its name implies, is particularly inter- 
ested in music and it raises funds for the hospital 
through the presentation of one or two rather ambitious 
musical programs during the year. 

The second group is called the Junior Aid of the 
Delaware County Hospital, and is composed of the 
younger women, high school and college graduates. 
These young women have a social meeting once a 
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month, at which they have an entertainment for their 
members. The annual dues of $1.00 each are used to 
promote the social meetings. They present a card 
party and fashion show once a year, and they gen- 
erally have an annual dance. It is surprising how 
much money they raise for the hospital. A few of 
these girls are members of the auxiliaries and are also 
members of the musical association. 

A brief explanation of the manner in which the 
auxiliaries themselves work for the hospital will show 
the advantage of a number of local groups, as con- 
trasted to one large auxiliary. Most of these aux- 
iliaries have stated monthly meetings, except during 
July and August; these meetings vary widely in their 
characteristics. With some auxiliaries, the meeting is 
in connection with a card party held within a meim- 
ber’s home. Others have luncheon meetings, and in 
one auxiliary where the leaders are musically inclined, 
a fine musical program is presented. A small charve, 
of course, is made for attendance. Another auxili:ry 
is particularly interested in the giving of plays, and 
about twice a year a play is presented by the members 
in the high school building, tickets being sold to ‘he 
general public. 

The above are illustrations of the many and varie 
activities of the local groups. With such a large nun 
ber of groups working, there is a great deal of origina! 
ity and interest maintained in the individual groups an 
there is some competitive spirit. At least twice ecc! 
year all of the local auxiliaries join together in affair 
presented through the United Auxiliaries. One of 
these affairs is a card party and fashion show cn- 
ducted at a fashionable hotel ; the other is a bazaar held 
on the hospital grounds. 

The United Auxiliaries of the hospital have assumed 
the obligation of providing the linens of the hospital, 
and of doing all of the linen mending. They employ a 
seamstress full time, who works in the hospital under 
the supervision of the linen chairman. The linen 
chairman solicits the interest of the individual mem- 
bers in the local auxiliaries so that once or twice a 
month women from several of the local auxiliaries 
come to the hospital to do sewing. She also solicits the 
aid and interest of women in church groups to do 
sewing. 

The money-raising activities of the United Auxil- 
iaries are not sufficient to buy all the linens and pay 
for the seamstress, so each auxiliary assesses itsel! a 
certain amount to be turned over to the linen fund of 
the hospital. In addition, a local auxiliary will some- 
times buy certain specific items of linen, such as a case 
of sheets or of pillow cases, which are designated as a 
donation to the United Auxiliaries, and through tie 
United Auxiliaries this of course becomes a donation 
to the hospital. 

In addition, the local auxiliaries are continua'ly 
making direct donations to the hospital either in cash 
or in the purchase of some specific article needed by 
the hospital. Ore auxiliary, for example, recen'ly 
bought a slicing machine for the kitchen. Anotlier 
auxiliary has assumed the obligation of financing 11e¢ 

(Continued on page 64) 
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» » »® SHORTLY BEFORE the year 900 A. D. 
there arose the first evidence of the art of 
printing in the province of Kansu, China." 

With a number of crude wood blocks for symbols, a 

man named Wang Chieh produced what is believed to 

be the first printing accomplishment. Years later, in 

1438, and independent of any Chinese accomplish- 


- ments, Johannes Gutenberg, on the European conti- 


nent, invented a printing press and movable metal 
type, publishing a complete book in 1450. From these 
very early beginnings numerous kinds of printing 
presses and type were invented until the period near 
1860. After this time terrific advances were made in 
printing machinery, especially in recent years when 
all sorts of processes have been introduced to im- 
prove fine printing work and to duplicate rich beauti- 
ful colors on paper. Here in a few sketchy sentences 
we find another example of years of progressive 
background behind an idea to serve us ten centuries 
later. 


Even with the science that printing is today, the cost 
to our hospitals is certainly no small figure. Com- 
paratively speaking, huge investments can be made in 
printed papers; and unless the closest kind of super- 
vision is exercised in their purchase, losses from old 
stock, obsolete and discontinued forms will amount to a 
tidy sum to clutter the stockroom shelves. A quantity 
of printed material may have cost $150.00 originally, 
but if sold to the junk man, it’s worth only 30 or 40 
cents per hundred pounds. 


Almost any general hospital of any size will use 
well over a hundred different kinds of printed forms 
and booklets, all which may cost them $1,000 or more 
ina year’s time. With present day methods a buyer 
is privileged to choose from an infinite number of 
paper stocks and to select several ways of producing 
his requirements of printed matter, all according to his 
financial allowances and desire for certain grades of 
quality. 

The very first thing to decide in printing a form for 
the first time or to reorder additional stock, is whether 
the use of it is absolutely necessary. If it speeds up 
the routine of work or answers a definite purpose as a 
separate piece of paper, that is good. If it is the 
product of pre-depression days or the whim of a de- 


HOSPITAL MANAGEMENT, September, 1935 


partment head, it will stand a thorough checking. Gen- 
erally speaking a printed form is a good tool to pre- 
serve a valuable record and to give written directions 
to other departments and individuals. Many times a 
form has lost its usefulness but the routine goes on 
without being questioned. 

After it has been decided that the form is needed, 
its size should be made standard. If the sizes shown 
on the accompanying chart* are used as a guide there 
will be little waste paper paid for and the maximum 
number of sheets will be obtained for the money 
spent. Aside from the chart the size of binders and 
filing space in present equipment must be considered 
before setting up arbitrary dimensions. 


Next comes the quality of paper. In purchasing 
printing it is good protection on the majority of forms 
to decide on a standard brand of paper that can be pur- 
chased year after vear and insist on it for a specifica- 
tion. Quite often in buying on competitive prices the 
quality of paper may be lowered a trifle each time the 
job is let, until the fourth or fifth piece of work is far 
inferior to the original quality. Permanent records 
should always be on good quality bond paper. Medical 
records the same. It may be permissible to use cheap- 
er grades of paper on inter-department forms, but 
the saving from a printing standpoint is small, more so 
if there is considerable type setting for the printer. 


If a number of carbon copies are made a light 
weight paper is best, about 13 or 16 pound. If the 
form receives constant handling 24 pound paper will 
serve very well. There are so many fine inexpensive 
papers to choose from that there is no excuse for a 
cheap looking letterhead. 

A neat original arrangement of type and good paper 
makes a letterhead good advertising. The use of a 
pen, pencil, or typewriter has another bearing on the 
quality of paper. 

Cheaper grades will not take ink without absorbing 
it and clog pen points with surface fibres. Most impor- 
tant, in booklets or places where photographs are 
used the surface of the paper must be enamel or smooth 
enough to register the cuts correctly. 

Colored paper always works out to great advantage 
to prevent confusion, also to speed routine matters by 
easy identification. The cost of using colored paper 
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over white is about 10 per cent additional for average 
uses. A bond paper containing a high percentage of 
rag content or the better grades of ledger stocks papers 
are best for records of a permanent nature. Some of 
them will retain their whiteness for twenty years or 
more, besides being extremely serviceable for constant 
handling. Rag stock bond presents an exquisite ap- 
pearance of quality. In a number of instances choosing 
a lighter weight paper may save considerable extra 
postage in mailing first class matter. 

Information on a form record should be arranged 
more along lines as to its importance and usefulness 
than the cost of work for the printer. Every form is 
a better one if it provides for the date, carries the 
name of the hospital, title of the paper, space for sig- 
natures, and the department where it originated. The 
more type or make-up to a sheet the more expensive the 
finished product, as it takes the printer or linotype 
operator longer to make it. Boxed or framed material 
should not be used unless the data used is of real 
importance. 





Standard Form Sizes 
The form sizes listed below meet practically any need. 
Each cuts without waste from standard: sizes used by 
all printers. : 








Number of 
Cuts With- Number Ob- Single Forms 
out Waste tained from | Obtained from 
from Stand- | single Stand- One Ream 
ard Sheet | ard Size Sheet (500 sheets) 
Measuring: of Paper - 





23%4x 4% 17 x 22 32 
2%x 8Y% 17 x 22 16 





34x 4% 17 x 28 32 
34x 8Y% 17 x 28 16 
3% x17 17 x 28 8 





44x 5% 17 x 22 16 
4% x 7 17 x 28 16 
4% x11 17 x 22 8 
4% x14 17 x 28 8 
44 x 28 17 x 28 4 





51%x 8% 17 x22 
5% x17 17 x 22 








7 x 8% 17 x 28 
FoR 17 x 28 





8%4x1l 17 x 22 
17 x 28 
17 x 22 
84 x 28 17 x 28 





ea & Bd 17 x 22 





14 x17 17 x 28 




















STANDARD FORM SIZES... 


should always be selected when planning hospi- 
tal printing—or any other printing—for that mat- 
ter. This makes possible the least waste of paper 
stock and greatly simplifies the printer's problems, 
with a corresponding further saving on your 
printing costs. 


The making of cuts and plates (for graphs, photos, 
etc.) is costly, but if no changes are likely to occur in 
the form, the first cost is the last one as they may be 
used many times for repeat orders. It is usually a 
good practice for the hospital to purchase and own all 
cuts and plates when the form is first printed. Own- 
ership of the plates will reduce this cost completely 
with any printer on future orders. 


A sheet printed on two sides is no more expensive 
except that the printer takes more time to set up 
enough type to print one front impression and one 
back impression at the same time. If the number of 
sheets required is 2,000 he will print 1,000 and reverse 
the paper for another 1,000, making 2,000 fini-hed 
pieces on both sides after cutting has been done. A 
slightly heavier paper is needed for two sided shcets 
so that the type will not show through readily. ‘he 
size of the printing form must be small enough for this 
“work and turn” method, not over 12x19 or 14x17 
inches, for small presses which will not cost much per 
thousand impressions. But these sizes are ordinarily 
larger than most requirements. 

Good arrangement of type and color of paper used 
often will take the place of using various combinations 
of colored inks for attention values. A few years igo 
we had a patient’s admitting card in buff color and 
black ink. The same card was used in salmon color 
for clinic out patients when traisferred to the hospital 
as in patients. Besides the change of stock color, three 
large letters OPD were printed in green ink on each 
side of the salmon card. Such a plan is wasteful. 
The change of stock color alone was sufficient to seg- 
regate the two for correct filing and reference. ‘| he 
green ink printing ran the cost of the work 7 or 8 
dollars higher. The printing of color means a sepa- 
rate operation for each kind of ink used. Therefore. 
the printer must add to the first color run the cost of 
changing his type, washing, and extra running (ime 
on the press. Numbering in black ink can be done on 
the press at the same time the form is made. Numbloer- 
ing in red ink is more expensive. For employees who 
are working with paper continually each day, paper 
stock and ink colors in soft tones of buff, brown, 
green or gray are a great relief from eye strain. 

Where it has been possible to do so we have ‘iad 
all forms padded 100 sheets to the pad. Padding will 
more than save the cost of having it done. Being loose. 
sheets get frayed, torn and creased and will be ‘is- 
carded by the score. Padding allows them to be put 
away neatly in nurses’ desk drawers. It also is eas‘ to 
dispense the exact number requisitioned from the stock 
room. Forms in pads accommodate a smooth writing 
surface for a pen or pencil. 

The greatest source of loss in printing is in buy ng 
too large a quantity. The office manager and the bo k- 
keeper were overheard discussing the inventory of -‘a- 
tionery envelopes. The office manager said, “W: ve 
got about two years’ supply on hand. You see we ued 
to buy 10,000 at a time, but a year ago I bought 25,00 
to save $10.00.” The envelopes were beginning to \¢l- 
low with age and before long the waste paper be'er 
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wold probably receive $10.00 worth or more. Some- 
times a loss is entirely unavoidable because of changes 
in medical routine, new bookkeeping procedures, and 
etc. but generally a year’s supply is a safe quantity to 
purchase for several reasons. 


| irst, if the form does not have to be discontinued 
during the year the loss is not so great as if a larger 
amount were on hand. 

Second, the quantity is usually large enough to get a 
minimum price. 


Third, a change of routine or technique may require 
a change in the form, and if the supply is smaller a few 
months may not make so much difference. Or a hand- 
stamp may suffice for correction until the new supply 
arrives. 

Fourth, the investment of money ought to be turned 
at least once a year in such goods. Large amounts of 
stock just tie up so many more hundreds of dollars 
that could be used to buy new instruments wanted for 
the operating room. It is surprising how quickly a 
thousand dollars may be invested in hospital forms. 


Out of the multitude of printing work it is often pos- 
sible to combine two or more forms that use the same 
paper and color of ink, to save from 20 to 40 per cent. 
Flexible quantities make the buyer more able to adopt 
combinations to advantage. If 15,000 is a year’s sup- 
ply of a 3x4 size sheet and 10,000 a year’s supply of a 
6x4 inch sheet then it would be easy to combine the two 
for 20,000 of the smaller and 10,000 of the larger on 
the same paper, and save 30 per cent over individual 
printings. By a little scrutiny and consent of depart- 
ment heads the color stock or size of one form may be 
changed permanently to match another and have them 
run on the press at the same time. To combine forms 
for a single printing it may be necessary to anticipate 
orders and place them before actually needed. 

Several methods of printing rest at the fingertips of 
the buyer. Various elements will determine which prac- 
tice is best and which is suited to each hospital’s needs. 
Regular printing establishments located in the city 
with the hospital are a great help in designing original 
forms and working out ideas and details for special 
work, Local printers are able to follow exact specifi- 
cations on any piece of work. With organizations of 
this sort many forms may be kept standing at their 
storerooms, avoiding the expense of resetting tvpe for 
repeat orders and allowing the printer to run off a 
quantity of any job on a moment’s notice for emergen- 
cies. To keep the type standing from year to year, is 
especially to advantage in booklets, where most of the 
information remains the same, but periodically, 
changes do occur which can be easily made when 
reordering. Often a small carrying charge for type 
In storage should be assumed by the hospital. 

_ Then there are firms who make a business of print- 
ing standard hospital forms in large quantities and 
distributing them in smaller amounts to hospitals who 
can use them. These records will fit in adequately for 
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hospitals and will warrant an investigation to decide 
their relative merits. Receipt books for income at the 
business office are reasonably priced and well made by 
companies specializing in those products. 


Benjamin Franklin, once a printer himself, would 
marvel at the developments of modern printing today. 
He would be deeply impressed by lithography, which is 
one of the avenues leading to efficient and neat repro- 
duction of form work for hospitals. It is inexpensive 
and cheaper than most ordinary printing but it has its 
limitations in that the quantities required to purchase 
are large and the purchaser usually has no choice of 
paper stock, but accepts the standard paper used for 
form printing by the company. White paper with 
black ink is the usual combination. Of course, in the 
commercial field lithography goes much further, turn- 
ing out beautiful color work on various papers. 


The mimeograph machine is the remaining link in 
the chain of printing services for hospitals. Perhaps 
printed forms do not apply 100 per cent to the mime- 
ograph as the endless number of odd jobs which it 
can do. Experience will bring out the real use of the 
mimeograph: instructions, procedures for nurses, ex- 
amination papers, reports of all descriptions, notices 
to the staff and department heads, temporary records 
for any part of the building and all work involving 
small quantities and immediate production. The instal- 
lation of such a machine, either hand or electrically 
operated, is a wise investment. There are commercial 
mimeograph houses where more complicated work is 
handled by experts. The commercial operators with 
their special machines, can accommodate sheets up to 
17x22 inches, printing a space of 131%4x19% inches at 
one time. After a mimeograph has been instailed, 
more uses will be found for it to do each week. 


When the time arrives to reorder printing of any 
description, the department head and all persons con- 
cerned should be consulted for changes and suggestions 
for improvements of each form. A single line addi- 
tion may save hours of time for a clerk. A new signa- 
ture space may have to be added. Larger size paper 
may be necessary for more information. Card stock 
may have to be used to replace paper for new filing 
systems. Medical technique changes frequently ; there- 
fore the librarian or the head of the staff record com- 
mittee are the proper persons to approve or correct 
each medical form for reprinting, and revise where 
new methods may affect them, thus nre-enting obso- 
lescence getting too firm a grip on the stock at hand. 
After a new form has been originated and sketched 
or corrections and additions have been made to stand- 
ing material, instruct your printer to present a proof 
(copy of printing as it will appear when finished) for 
approval. Most misunderstandings are avoided by re- 
questing proofs and signing them for approval before 
completion of the work. 


Thus we find printing fused with patients’ care, a 
necessity so common that we assume it the same as 
the front doors to the hospital, yet so important as to 
support the fourth minimum standard of the American 
College of Surgeons—“‘that accurate and complete rec- 
ords be written for all patients and filed in an acces- 
sible manner in the hospital.” 

References: ‘Encyclopedia Britannica, 14th Edition. 

*““The Hammermill Survey of Business Prac- 
tices,’ The Hammermill Paper Co., Erie, Pa. 
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THE OCCASIONAL failure of hospitals’ 
lighting systems has provided the public 
press with a sufficient number of dramatic 
stories to merit, upon the part of every hospital ad- 
ministrator, consideration of his own hospital’s emer- 
gency and safety provisions. Let such a failure occur 
during the course of an operation or delivery and the 
hospital not only faces embarrassment and criticism, 
but the possibility of being forced to defend itself at 
law. 

In any event, its relations with the public, at least 
for a time, will not be as good as they were before. 
Altogether too many people will picture themselves on 
the table at such a time, and forget all the good work 
the hospital has done. 

Every hospital faces just this possibility and should 
be prepared to meet it instantly. The hospital in the 
small city or town especially—ordinarily purchasing 
its electricity from a power company—must recog- 
nize that summer lightning storms can cause consider- 
able trouble on transmission lines in districts remote 
from large cities, while any heavy winter sleet storm 
may remove the source of supply for hours. 

What can hospitals do, therefore, to assure them- 
selves that all possible provision has been made for 
preventing trouble caused by failure of mechanical and 
electrical services —especially in operating rooms? 
What has been done in this respect by other hospita!s ? 

This article proposes to discuss, in a very general 
and non-technical way, some of the things the hospital 
administrator should know about the precautions that 
can be taken. The administrator is not an engineer, 
nor does he need to be one. But he should discuss 
these matters with the engineers of his hospital. And 
he will be helped in that discussion by knowing some 
of the general principles to be outlined below. 
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One broad general principle should govern the 
sign and operation of the engineering equipment 
any hospital. It is this: Reliability of the mechanical 
and electrical equipment takes precedence over every 
other consideration. Efficiency and economy must tal 
second place here. The cost of a serious failure of 
these services is always far greater than the cost of 
preventing the failure. This general principle is aj 
plied in the selection, insta!lation and operation of t! 
surgical equipment of the hospital. It applies wit! 
equal force to the engineering equipment. 

Most hospital administrators are just as fully awar 
of this principle as are the consulting engineers w! 
design the engineering equipment and the operating 
engineers who keep it running. But the demands 
the hospital itself are urgent. So long as the light 
come on and the elevators run at the touch of a butt: 
the administrator is often prone to take the enginecr 
ing department for granted. 

But the engineers should take nothing for grant: 
Their insistence on reliability first should, and usua 
does, begin with the design of the power equipm« 
itself and with the installation and operation of t 
equipment in the hospital that uses electricity, stea 
water and other engineering services. The consulti 
engineer designing a hospital power plant begins 
selecting boilers, firing equipment and generating un 
of types and makes that have proved their ability 
many other industries and under a variety of worki 
conditions. He takes every precaution in designi 
the plant to provide enough equipment to carry t! 
routine load economically, with proper allowance f 
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overload. He takes account of possible future expan- 
sion. He provides enough standby equipment, both 
for generating steam and for generating electricity, so 
that nothing short of an earthquake or a complete 
physical wrecking of the plant can shut off the service 
entirely. He tops it all off, if he is wise, by providing 
some sort of an emergency supply of electricity that 
wil) switch itself on automatically to feed important 
circuits, if for any reason the main circuits are shut 
down. 

‘he consulting engineer does all these things almost 
wit :out regard to the size of the hospital. He follows 
the same methods, essentially, in large hospitals and in 
smal] ones. 

But all hospitals cannot have new and up-to-date 
power plants, for one reason or another. Most hos- 
pitals are fairly smal! organizations. Many of them 
are fairly old. Even if they had a completely new 
power plant installed ten or twelve years ago, the 
progress in the technic of power generation and _utili- 
zation has been so great that by this time the plant is 
probably quite old-fashioned. Many hospitals now 
buy their electric power instead of generating it. But 
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one thing every hospital can do is to guard itself 
against failure of electrical service. Whether it is 
large or small, new or old, it can provide itself at rea- 
sonable cost with some sort of emergency electric sup- 
ply and with the proper devices to switch over auto- 
matically to that supply if the main supply fails. 

The interesting gadget that wiil perform this auto- 
matic switching operation is shown in an accompany- 
ing illustration. It is a type of the modern robot that 
does so many interesting things by electricity today. 
Its operation is so- quick and smooth that it seems al- 
most as though it knew there was going to be trouble 
and acted before the trouble could get started. Well, 
that is exactly what it does. It hangs on a switch- 
board in the hospital power house and to it the engi- 
neers connect the normal source of electricity supply 
and an emergency source of supply. When the normal 
supply is normal, the robot merely stands and waits. 
3ut the moment something goes wrong, the voltage on 
the normal supply circuit begins to drop. Like a flash 
—almost before the lights can flicker—the robot acts. 
A contact clicks and connects the emergency source of 
power to important circuits such as the operating room 
lights, corridor and exit 
lights and so on. 

What about the emer- 
gency source of electricity 
mentioned above? In many 
hospitals, this is a storage 
battery, usually connected 
to the automatic throw- 
over switch and the emer- 
gency lighting circuits by 
wiring entirely separate 
from that used for normal 
service. That, of course, 
obviates trouble in the nor- 
mal distribution system it- 
self. These throw - over 
switches can also be had 
in a type that will auto- 
matically switch the emer- 
gency lights back to the 
regular circuits as soon as 
normal service is resumed. 

















It is difficult to give any specific data on the size 
and cost of storage battery installation required to fur- 
nish this emergency electric service, because condi- 
tions differ so much in various hospitals. At the new 
United States Marine Hospital at Seattle, a 320-bed 
institution, the emergency lighting system is fed from 
a storage battery large enough to carry a total emer- 
gency load of 4500 watts for two hours. But it is 
doubtful if the size of battery would be directly pro- 
portional to the size of the hospital. Smaller hospitals 
would probably need a proportionately larger power 
supply. 

The emergency electric supply may be a_ Diesel 
engine generator set or a gasoline engine generator 
set installed in the power plant. These engines, of 
course, require an appreciable time to start up, hence 
if they are used for emergency supply the emergency 
lights will not come on for a perceptible time after 
the regular circuits go off. The automatic throw-over 
switch referred to above wil! connect a standby source 
of power to the circuits. But if absolutely uninter- 
rupted service is required, as in the operating room, 
the storage battery arrangement is preferred by many 
hospitals. 


Of course, if the hospital generates its own elec- 
tricity and has more than one generating unit running 
at a time to carry the normal load, any shutdown of 
one of the units would not cut off the service com- 
pletely, as by proper switching arrangements the emer- 
gency circuits could be connected to the generator that 
was still running. Or, if another emergency power 
source is desired in such a case, a connection with the 
local public utility company’s lines will provide it, 
through a throw-over switch. In any such arrange- 
ment, however, the demand or standby charge that 
the power company would make might be higher than 
the cost of storage battery maintenance or the cost of 
a standby generating unit. This phase of it should 
be carefully investigated by the hospital’s engineers, 
as such a demand charge must be prorated in figuring 
the hospital’s costs of making power. 

So much for the emergency service required for 
hospitals. But they do not operate on emergency 
service. They operate on the normal supply, which 
must be provided day after day by the regular equip- 
ment. Let us consider some of the things that con- 
sulting and operating engineers do to make sure that 
the regular equipment will give the required reliability 
combined with as much economy as possible. 

The engineer’s quest for reliability begins with the 


fuel itself. Whether a hospital makes its own elec- 
tricity or buys it, steam must be generated for heating 
the buildings—except in a few rare cases—and for 
heating water for laundry, kitchen and the like. Water 
must be pumped, sterilized, filtered; refrigeration must 
be provided; special electrical service for x-ray and 
other electrotherapeutic uses must be furnished. Most 
of the heat used comes from fuel. Some of this heat, 
in the form of steam, may be passed through power 
generating units, which transform part of it into elec- 
tric power and exhaust the remainder of the steam, 
in which there is still much useful heat, to various 
devices like water heaters, which can absorb still more 
of the heat. When as much of the heat as possible 
has been extracted from the steam, it condenses and 
flows back to the boilers, where more fuel is burned 
to heat it up again and the cycle is repeated. 


The fuel from which al! this energy comes may be 
coal, fuel oil, manufactured gas or natural gas. The 
supply of fuel, whatever the type used, must be con- 
tinuous. In the design of the plant, some provision is 
usually made for storing enough fuel to prevent a 
shutdown because of failure of the source of supp’y. 


Boilers of many types, both fire-tube and wat 
tube, have now been developed to a high point of r« 
ability. Under the best conditions, with good wat 
boilers should run for a year without shutdown | 
the average is much less than that. The hospi 
boiler room should contain enough steam generati 
units so that one or more boilers can be kept 
standby while the normal load is carried by the re 
Even in a small hospital, dependence should not 
placed on one boiler. One often sees old hand-fir 
boilers that have far outlived their usefulness supp! 
ing steam to hospitals. Let the least thing go wrong 
with such an old installation and the unit must be shu 
down. Any small hospital that is now operating : 
old installation of this type wou!d do well to investi- 
gate some of the new small oil-fired or gas-fir 
boilers of small capacity that might be installed f 
standby service, provided the old units cannot be r 
placed. 

Fuel is fired under boilers by hand or by vari 
automatic stoking devices. If the fuel is coal, en; 
neers believe nowadays that it no longer pays to fi 
it by hand. Stokers can be obtained for boilers of any 


STEAM... 


engines drive the genera- 
tors at the New York Hos- 
pital. Each develops 2500 
horsepower. This is a lare 
plant, the latest thing in 
hospitals. 





TYPICAL... 


of « medium sized power 
gencrating plant for hospi- 
tals is this 500 kv.a. turbine 
generator set supplying 
eleciricity to the Maybury 
Sanitarium, Northville, 
Michigan. 


size and type, from the smallest to the largest. It is 
not hard to prove that they pay for themselves in coal 
savings and in other ways. Some hospital power plants 
burn pulverized coal, as in the new plant of the Vet- 
erns Administration Facility at Milwaukee, shown in 
one of the illustrations. The Seattle Marine Hospital 
burns fuel oil under its heating boilers. The point 
is that so far as reliability of fuel-burning equipment 
is concerned, this requirement can be satisfied by 
equipment available. 


One important aid to maintaining continuity of 
service is sometimes overlooked, however, not only in 
hospital power plants but in other types of power 
plants as well. That is the piping system, particu- 
larly the main steam piping that carries steam from 


the boilers to the engines or turbines. This main 
steam piping should always be in the form of a loop 
header system. When designed by a competent con- 
sulting engineer, it always will be a loop header in 
a new plant. This is simply an arrangement so that 
if any part of the main steam piping gets out of order. 
steam can still be sent to the generating units by 
shutting off part of the piping and sending the steam 
around the other way. 


In generating units, too, reliability must be the 
criterion. Not only must the engines or turbines and 
the generators they drive be of the best quality, capa- 
ble of standing constant use, but also they must be 
properly fitted to the particular load conditions under 
which they are to operate. The sizes of the units must 
be figured so that they will run most of the time at 
their most efficient load, which is usually somewhat 
less than the full load at which they are rated. Spare 
capacity must be provided, often in the form of a 
generating unit of the same type and size as those that 
carry the normal load. This provision, of course, 
is entirely separate from the provision for emergency 
lighting circuits already discussed. 

Generating units in hospitals are sometimes steam 
engines and sometimes steam turbines, the former 
predominating. An illustration shows the largest 
engine-generator installation of recent years in the 
power plant of the New York Hospital Medical Center, 
Where three 2500-hp. uniflow engines supply electricity 
tor the hospital. This also shows the loop header 
system of main steam piping which has been mentioned. 
_ A typical steam turbine generator installation, the 
200-kv.a. unit at the Maybury Sanitarium at North- 
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ville, Mich., is also shown. At Eloise Hospital, Eloise, 
Mich., two 1000-kw. turbine generators supply power 
for the group of buildings. These figures give some 
idea of the range of sizes of generating units installed 
in hospital power plants recently. They are compara- 
tively large but they illustrate recent practice. Even 
though many hospitals do not need such large units, 
they can secure the same reliability in smaller sizes. 

In all the auxiliaries of the power plant, as well as 
in the principal equipment, reliability must be sought. 
In the boiler room, draft equipment, feedwater pumps 
and piping, coal and ash-handling equipment must be 
arranged in such a way that a failure of one small 
piece of apparatus will not shut down the whole boiler 
room. For example, in some hospital power plants, 
draft fans and dampers are arranged so that any fan 
can supply draft for any boiler, while feedwater can 
be supplied to the boilers through two different circuits. 
Many hospital power plants use combustion control 
equipment, which automatically governs the operation 
of boilers according to the load on them, improves 
combustion and reduces costs. 

But it is not enough to strive for reliability in the 
hospital's power plant alone. If the distribution sys- 
tem of piping and electrical wiring through which the 
steam, hot and cold water, refrigeration and electric 
power are led to the hospital buildings are not also 
properly designed, maintained and operated, all! the 
care taken in the generation of those services will go 
for nothing. And in utilization, there is often found an 
opportunity not only to increase reliability but also to 
effect many striking and worth-while economies. 

Obviously it is impossible in an article of this kind, 
addressed not to hospital engineers but to hospital 
administrators, to discuss technical details. Nor, as 
was pointed out previously, is it necessary to do so. 
3ut if the administrator will occasionally check over 
his engineering department, discuss matters frankly 
with his chief engineer and keep that criterion of reli- 
ability constantly in mind, he will find himself repaid 
for his trouble. If he will talk over with his engineer 
such matters as provisions for emergency operating 
room electrical service or the precaution taken in the 
power plant and distribution systems to guard against 
trouble that might shut the whole plant down and if 
he will co-operate with the engineer in taking any 
necessary preventive measures, he will be much inter- 
ested in what the engineer can tell him. 
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In this third and final part of Mr. Cummings’ article on Staff Organization the operating and 
technical departments are discussed. Thus the entire organization, beginning with the Board of 
Trustees, and carrying on down through the administrator, executive committee and medical statf, 
has been covered. Part one discussed the executive heads of the hospital, their duties and respon- 


sibilities, while in part two the medical council and nursing staff were treated. 
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» » » THE GENERAL responsibilities of all 
supervisors in the hospital are similar, but 
each one’s duties differ slightly from those 

in another department. The medical supervisor has 
under her care the patients who may be acutely ill, 
chronically ill, or convalescent. Generally, more medi- 
cations have to be administered to these patients than 
to the surgical cases; they are less sure of a prompt 
cure than the operative patients; their treatment must 
often be carried on by themselves or their families after 
they are discharged. Hence, the medical supervisor 
must be meticulous in the prompt administration of 
medications and their discontinuance when this is or- 
dered. She must be patient and indulgent to a certain 
degree so that she may not discourage those who are 
likely to lose heart without any outside influence what- 
soever ; yet, she must be alert to observe symptoms of 
malingering. Above all, the supervisor must be able to 
help her patients readjust themselves. 


Under the surgical supervisor’s care are those who 
have high hopes of being benefited by operations. She 
has to steer her patients along the right course from 
day to day with encouraging words. There are many 
complications which can develop and she should impress 
upon her students the importance of post-anesthetic 
care to avoid injury and respiratory infections, and care- 
fully watch the technique of dressings to avoid wound 
infections. The supervisor also has to play hostess 
to her patients between the time they feel “exceptionally 
well” and the time that they are permitted to leave the 
hospital. 


The operating room supervisor must see that the 
principles of aseptic technique are carried out: she 
should check the autoclaves by sending packages down 
to the laboratory at regular intervals, see that the instru- 
ment sterilizers are correctly used, that draping of the 
patient is correctly done, and personally demonstrate 
this to each one of her students. It means a great deal 
for the student to get a correct impression of this at 
the beginning of her service. 


The obstetrical supervisor has a very important task 
to perform. As Dr. Malcolm T. MacEachern of the 
American College of Surgeons points out, hospitals 
are suffering loss of patients because the death rate 
is said to be too high. The obstetrical supervisor 
and the obstetrical committee must work hard to 
offset this. They should endeavor to comply with the 
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eight requirements for an adequate maternity sc:y- 
ice as laid down by the American College of Surge: ns 
if they do not wish to be guilty of failing to heed ‘he 
warnings which are being constantly published in \1a- 
tional periodicals and reiterated by doctors, They shoitld 
continually strive toward improvement until they {cel 
satisfied that as nearly ideal conditions as possible ex:st. 


There are other departments in the hospital, which 
should be included in any discussion of staff orga:i- 
zation, which mean just as much to the patients as 
the medical and nursing services, but with which they 
do not have such close contact. Few patients realize 
the significance of the clinical and pathological labora- 
tories. They do not know what it means to the doctor 
to know within a few minutes whether or not they have 
some form of cancer ; they cannot visualize the training 
and skill required to render this decision. When the 
doctor says to them that the blood count is higher or 
lower, they reply “that’s good” or “that’s too bad” 
without knowing the delicate apparatus required to find 
this out for the doctor. It is small wonder that people 
visiting the hospital, say on National Hospital Day, gasp 
with amazement when they enter the laboratories. They 
cannot comprehend even a small part of it, but they 
have an inkling of what it means to have these scienti/ic 
services ready to help them. 


The pathologist is the full-time director of the entire 
department. He must have an intelligent and competent 
assistant in both the clinical and pathological sections, 
with sufficient auxiliary help to render a high quality 
and prompt service to the doctors. 


The assistant in the clinical laboratories must be 
equipped to perform or supervise the performance ol 
the common urine, blood, and other examinations, bl: 0d 
chemistry, and at Jeast a large percentage of the m re 
complicated and infrequent examinations. He sho ld 
be a member of the national association of laborat ry 
technicians ; he should keep up with the trends in labova- 
tory work by frequently studying up-to-date textbo ks 
and reading articles in current medical and laborat: ry 
periodicals. He must be able to teach, because he c¢ 1- 
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ducts classes for student nurses and assists the intern 
when he is on this service. Although the intern does 
not need to perform some of these tests in order to 
enter the general practice of medicine, he should have 
more than a perfunctory knowledge of them so that 
he may know when to order them and how to fit the 
report into the clinical picture. 


The pathologist needs a trained technician in the 
pat:ological section, to aid him in preparing the tissues 
for examination. The assistant must be alert to grasp 
orders and be painstaking to follow orders in minute 
detail. The pathologist directs what part of the tissues 
should be cut, how they should be stained, how they 
should be segregated and preserved. He needs a com- 
petent medical stenographer to prepare reports from 
his dictation, whether shorthand or a recording appa- 
rattis is used, for misspelling or wrong interpretation 
means wasting the pathologist’s time. It requires com- 
plete coordination of his force to prepare for a nec- 
ropsy, conduct it with an intern as his first assistant, 
and examine the tissues afterward. He must be able 
to give the doctor a tentative report within a reasonable 
time, to leave the body in such a condition as to satisfy 
the funeral directors that they can do their work as 
easily as possible with the best cosmetic result. All this 
requires an adequate and well-organized staff. 


It is also well to have a photographic department in 
connection with the pathological department. Photo- 
graphed specimens can be shown on the screen to the 
entire assembly of doctors in the staff conferences. 
Microscopic sections should be projected on another 
screen at the same time, or just following, so that a 
comparison can be made of the entire specimen and 
its parts. 


The radiological department is another valuable serv- 
ice to the hospital. This department is under the direc- 
tion of a full-time radiologist. He, too, must have his 
corps of trained assistants to aid him in his work and 
arrange for the follow-up of treatments for carcinoma 
and other conditions in which the patient must return 
at regular intervals for a check-up. The patient who 
has an x-ray will remember the pleasant young woman 
who greeted him, the intricate mechanisms, the ill- 
tasting barium which they gave him if he had a gastro- 
intestinal study, but only after he is feeling better can 
be fully appreciate what a help the radiological depart- 
ment was to his doctor and to him. 


The radiologist is engaged in the practice of medicine 
as a medical specialist. In the hospital, where he has 
a full-time position, he is a consultant. No patient is 
accepted for treatment unless he is referred by a pri- 
vate physician. Since the physician is not qualified to 
prescribe what treatment the patient should receive, or 
how an examination should be conducted, the patient 
is actually under the care of the radiologist during the 
course of the examination or treatment, but the doctor 
is kept fully informed and a formal written report is 
made to him by the radiologist, and at the conclusion 
of the treatment the patient returns to his private physi- 
cian. The radiologist is not competing with the phy- 
sician, and the radiological department is conducted on 
a strictly ethical basis. 

These are the main therapeutic divisions of a general 
hospital, but there should also be a dietetic department, 
a physical therapy department, social service, out- 
patient, records and accounting departments. 

The dietitian must have full authority within her 
department if she is to get complete cooperation of the 
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personnel. She should be able to direct her employees 
so that she can keep an efficient check on the food 
inventory, serve the trays promptly, avoid food waste, 
and find any source of dissatisfaction and correct it if 
possible. The cost of food is one of the chief expenses 
in the hospital. She must remember her three-fold duty 
in her attempts to economize—to the superintendent, to 
the doctor, and to the director of nurses. The patients 
in a large ward must be treated equally unless one 
is on a therapeutic diet. A doctor tells his patient that 
he may have anything he wants to eat, but the dietitian 
knows it would cost too much in food and in additional 
help to satisfy each one’s whims. Hence, she must find 
a course that will satisfy the majority, since it is impos- 
sible to please everyone. 


The director of the physical therapy department re- 
quires just as adequate training in this field as the 
director of other departments. His work is to assist 
nature in restoring and maintaining normal health 
levels, shortening the period of convalescence after 
acute systemic diseases, restoring functions more quickly 
and thoroughly after a disabling injury or lessening or 
eliminating permanent disabilities, providing relief from 
pain, and various types of acute or chronic pathological 
conditions, and assisting in establishing stability in func- 
tional disorders. 

Social service is very necessary in any community. 
At present, most of this work is confined to investi- 
gating cases to determine whether they shall be desig- 
nated free, part-pay, or full-pay, but as time goes on 
and more funds are available, the social service worker 
will have a much broader field. Over 15 per cent of 
the hospitals in the United States have social service 
departments, principally in hosiptals of less than 100 
beds and in children’s, orthopedic, and tuberculosis 
hospitals. 


The records department is one of considerable im- 
portance. Hospitals, doctors and nurses recognize this 
when they wish to make a summary of a patient’s 
record, but in spite of this it is difficult to obtain the 
right amount of cooperation. A general complaint is 
that there is too much writing to do. There is so much 
to be learned from other hospitals that it pays to have 
as the head of this department one who is especially 
trained in this work, one who is a member of the Record 
Librarians Association of North America, so that this 
interchange of ideas can be accomplished. So far it 
seems that the Unit Record system and one of the com- 
plete and authoritative nomenclatures is a good founda- 
tion for the efficient organization of the records depart- 
ment. 


The accounting department must be well organized 
in a hospital to keep track of collections, the budget, 
and the expenditure of this money. It provides the 
superintendent with regular information: shows the 
divisions of the operating expenses, whether the ex- 
penses incurred justify the service obtained, serves as 
a guide in preparing the budget, shows whether or not 
the hospital is doing the greatest volume of work for the 
least expenditure, the cost of maintaining each depart- 
ment, the cost to the hospital of the specialized treat- 
ments, and is a summary of related items, not unrelated 
expenditures. The complaint has been made that hos- 
pital accounting systems have “just growed,’ like 
Topsy, and that they have not been planned according 
to the real needs of hospitals. A great deal of research 
is being done, and many concrete suggestions have been 
made, but since costs of supplies and services vary so 
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Cooperation: Essential 





In The ‘Food Depa tment 





By W. MARCEL SHAW 


Chef de Cuisine, Lutheran Meniorial Hospital, Chicago 


» » » THAT GREAT PROGRESS has been 
made in the hospital culinary and dietetic 
fields is evidenced by today’s hospital 

cuisine. It wasn’t so long ago that hospital meals 

were just meals—prepared by people who lacked 
the proper technique, knowledge and _ experience. 

Variety was almost an unknown thing. There was the 

same old institutional menu of roast beef on Monday 

—and roast beef on the following Monday, and again 

on the following Mondays. Far too little thought was 

given to the improvement of food service. 


Then dietetics began to be an increasingly important 
factor in the technique of hospitalizing patients. The 
small body of women who first put this force into ef- 
fect had a long, rocky, uphill road. Many times their 
suggestions were belittled or ignored. At first, there 
certainly was no bed of roses for that courageous group 
of women who later were to rectify and eliminate the 
mistakes in institutional feeding of yesterday. 


Today it is the hospital chefs who are facing an up- 
hill road, but one which is far less rocky than the one 
the dietitians first trod, because the dietitians have gone 
on before. 


In fact, in many hospitals today the chef as well as 
the dietitian is considered an important departmental 
head, and justly so. 


In the modern hospital the food service is under the 
direction of these two individuals—each specializing 
in his own field. Together they have in the past 
and can in the future lift a hospital kitchen out of 
chaos into an efficient, smooth-running part of the in- 
stitution. Each can absorb much knowledge from the 
other—the one from technical education, the other 
from the years of practical experience that have 
brought him to his present station. 


From this respect for one another’s ideas and 
opinions, a mutual understanding between the two can 
develop, resulting in a food department that is effi- 
ciently and capably managed to the satisfaction of the 
administrator, staff, personnel and patients. 


Unfortunately, as can be recognized readily, this 
ideal state doesn’t always hold true. Many an ad- 
ministrator has employed a supposedly good chef with 


This is the first of a series of articles by Mr. Shaw. Com- 
ments, differences of viewpoint, or suggestions for subjects for 
discussion are welcomed. 
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a fine reputation, only to find out that his food serv:ce 
department still doesn’t run smoothly. And many a 
fine chef has gone into hospital work eager to succe.d 
and build up a reputation for the hospital’s food se: v- 
ice only to quit the job in a few months, declar ng 
“never again” for him. So often has this last sitwa- 
tion occurred that all too many chefs are prejudiced 
against entering hospital work, preferring to take | ss 
important positions in small restaurants and_ hote s. 
Why? 

Well, a true chef is much more than a cook. If ie 
is really a chef, recognized by other true chefs «s 
such, he looks upon his work as an art and a profes- 
sion—not merely as a job. He has spent many years 
in kitchens, perhaps beginning his apprenticeship 
the lowliest kind of work. But because of his years of 
experience and his training from the ground up—often 
under a famous European chef—he knows every <e- 
tail of food preparation from the time he begins to 
plan how to execute the preparation of a meal up to 
the final fine points of garnishing and making the food 
served something beautiful to look at and appetite- 
tempting. 


The genuine chef enters and works in his kitchen 
with respect and reverence. To him, his work is an 
outlet for creative ideas, his kitchen a laboratory of 
culinary technique—a place where he can express /1is 
ideas in terms of food. He does not look upon it as a 
room filled with ranges, stock, pots, broilers, ste: n 
tables, cooking utensils and a varied assortment 01 
mechanical machinery designed to assist him and !is 
cooks and crew in the daily preparation of the institi- 
tion’s food. 

Because of this pride in what he feels is an art — 
an art in which he has had long training—he finds it 
difficult to enter hospital work where dietetics play su h 
an important part and encounter a factor which lim ‘‘s 
some of his powers and authorities. In many cass 
the chef resents not being able to continue plannig 
menus after many years of doing so. 

Most of the better chefs are restaurant and ho el 
trained, so when a hospital employs a real chef, a min 
of this background is apt to be secured. This bac :- 
ground and the results it has brought about in hospit.! 
work have led to the feeling that temperament exis's 
among all chefs. Admittedly certain individuals ha‘ e 
cultivated this nonsense. But lately the depression has 
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reduced temperament to a point where it isn’t notice- 
able. 
jhe genuine chef, as opposed to the many less- 
trained cooks and sub-chefs who call themselves chefs 
wil) agree with the administrator, business manager 
and dietitian that a white coat and cap along with a 
set of good cook books has yet to produce a success- 
ful chef. 
some time ago I was instrumental in placing a chef 
ne of our leading Chicago hospitals—a man with 
lendid reputation. He had specialized in the bet- 
r types of cookery for years, and the administrator 
wa: satisfied that he had made a wise decision in plac- 
ing him in charge of the kitchen. From the first a 
decided improvement in the food department took 
place, with compliments direct from the patients reach- 
ing the administrator’s desk daily. 
| had forgotten the incident until one day this par- 
ticular chef phoned me that he was tendering his 
resignation, effective at once. Naturally I was inter- 
ested from a professional standpoint, knowing his 
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ability as a chef and his excellent background. After 
talking with him, I suggested to the administrator that 
a conference be held with both the chef and dietitian 
present. This was arranged, and the outcome was 
both amusing and serious. 

Both the chef and the dietitian claimed lack of co- 
operation on the part of the other. The dietitian ex- 
pressed in forceful language the lack of support on 
the chef's part, and he also voiced the same viewpoint 
towards her. Her main grievance was that he had 
criticized her ments and had sometimes changed them 
to suit himself, and that at times his attitude was so 
unbearable that she hesitated to consult with him on 
the daily food problems. 

After the administrator had listened to her version 
of the controversy, he asked the chef to relate his side 
of the story. The chef refused—saying it would be 
better if the administrator would accept his resigna- 
tion, as under the circumstances he did not care to re- 
main. I reminded him that I felt that he owed me an 
explanation also, as I had secured the position for him. 

His long list of complaints varied, as had 
the dietitian’s. He admitted he had changed 
the menus because at times they were not 
workable from his practical viewpoint— 
with too much of an overload for his 
staff one day, and later a complete 
letdown. He assumed they could 
be balanced from the work and 
production standpoint more satis- 
factorily. And, he complained, 
the dietitian would go to his 
cooks and interfere with 
the routine he had mapped 
out for them, and criticize 
some particular food item, 
instead of coming to him 
directly as head of the 
kitchen. He had resented 
this and had showed his 
resentment in an unfriendly 
attitude toward her. 
The administrator, after 
hearing both, displayed a 
just attitude towards both 
individuals. I suggested 
that on the matter of menus 
that this trouble could be 
eliminated completely if 
the dietitian would compile 
a fifteen day period of 
menus in advance, which, 
after they were drawn up, 
she and the chef could go 
over carefully, and in cases 
of overload and lack of 
workable balance, adjust- 
ments could be made. The 
menus could be corrected 
then and there in advance, 





and after both were satisfied—she from the standpoint 
of dietetics and economy, and he from a kitchen routine 
standpoint—the completed and adjusted set could go 
to the administrator’s desk for final approval. 


The idea appealed to the administrator, and he sug- 
gested that both give it a fair trial. The trial worked 
out so well that as a result of the administrator’s ex- 
cellent handling of a delicate situation, the food de- 
partment of that institution functions today in an en- 
tirely satisfactory manner with harmony prevailing all 
around. 


I believe that if this system or a modification of it 
were universally adopted, many unnecessary mistakes 
would be avoided. It is not my intention to suggest 
just how each hospital must work out this problem. 
That is something that must be faced by the superin- 
tendent, the dietitian and the chef, working together. 


This friction between dietitians and chefs has been 
an issue of importance in hospital kitchens for sev- 
eral years, and has centered around the question of who 
is capable of managing this department most effectively 
and skillfully. It is a question that has been discussed 
at both culinary and dietetic conventions—with both 
groups claiming credit for one or another excellent 
system installed in hospitals where smooth running de- 
partments have been established. 


From personal observation, it is evident that the rea- 
son there is so much contention between the head of 
the dietetic department and the head of the culinary 
department is that one or the other of the two wants 
complete control of the entire food service of the insti- 
tution. In my opinion, this friction is unnecessary, as 
complete functioning of both persons in a harmonious 
relationship is necessary for capable management, and 
food that is satisfactory to the patients. When either 
oversteps his authority, there is always dissension. 


It is as true of a hospital as of any other organization 
that it isn’t a case of me, but of us—no matter how well 
trained or capable any one individual may be. No de- 
partment can revolve around the ideas of one indi- 
vidual, submerging the ideas of all others in the de- 
partment and still remain an efficient department. 
Especially in a service department made up of two 
separate parts or sections such as a food department in 
a hospital is this true. 


It has been said that the hospital kitchen is the pulse, 
the vitality of the institution. And when we stop to 
think that food is the common necessity of all mankind, 
well or ill—and that lives have been prolonged, health 
restored, and weakened bodies rebuilt through food— 
we appreciate that much more the value of the properly 
balanced scientific diet. 

But the properly planned and balanced diet is only 
half the operation. It is like the skilled surgeon per- 
forming a delicate operation. His skill removes the 
obstacle that threatened life or health. After that he 
must rely upon nature to finish the task. 

So it is in the harmoniously run kitchen. The first 
half of scientific provision of food for hospital patients 
is in the hands of the technically trained dietitian. The 
second step, skillful preparation of the food, is the re- 
sponsibility of the chef and his staff. Between these 
two divisions of activity there should be mutual respect 
—one for the achievements and skill and training of 
the other. 

Menus, as such, may cover a multitude of considera- 
tions, from aspects regarding their vitamin content, 
calorie count and proportions of fat, proteins, carbo- 
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hydrates and other elements, to matters regarding the 
practicability of preparing them from the standpoint 
of the amount of work involved, costs, or cooking 
efficiency. 

In one of our most successful Chicago hospitals the 
task of menu preparation, aside from the specials, is 
assumed, very creditably, by the chef. I think that, 
generally speaking, however, it is more practical from 
the standpoint of dietetic principles and personal satis- 
faction of patients, doctors and personnel to have this 
task be assumed by the dietitian. 


In the last few years a new factor has assumed great 
importance—food control and cost accounting. It is 
really an elaboration of the system just mentioned, and 
in hospitals where it has been properly and scientifically 
installed the savings have been startling. About 18 per 
cent of the country’s hospitals now employ some sys- 
tem of food control and accounting. 


Like all new things this new departure was looled 
upon with doubt and criticism. Those in the feod 
service departments wondered what a business m 
ager could possibly know about the smart purchasi»; 
of foodstuffs. Under the old order buying was cr 
ried on by the chef-steward, chef, or dietitian. 
one of these individuals bought certain foodstuffs, : 
other bought certain others, and the third bought si 
others. 


Today, this method seems to me as stale as | 
tobacco smoke—and as obsolete. The chef or dietit 
in most cases have not received the sort of training 
necessary for proper food control and_ purchasing. 
This is a specialty all in itself. Besides, neither has 
the time to do this properly, capably, and accurately 
Buying by either merely adds another bone of c 
tention in the department that can be eliminated pretty 
largely if neither the chef nor the dietitian do any food 
buying. 

If the dietitian assumes this duty she is using some 
of her time that rightfully belongs in other portions of 
her work. This is equally true of the chef. The de- 
mands of their departments on their time are too heavy 
to permit the necessary amount of thought required, 
and thought and study both are required if the buyer 
is to keep in touch with current fluctuations in prices. 


Under systems of modern food control the busines: 
manager, under the superintendent’s personal super 
vision, does the buying, and this has proved to be ¢ 
very satisfactory way of operating from the standpoin 
of low food cost and a better product for less moncy 
He has no details of kitchen routine on his mind, 
diet kitchen to supervise, no teaching of students, : 
patient-contacting or menu-making to interrupt!) 
strictly executive and managerial duties. 


This is not to say that the chef and dietitian show! 
not be consulted. Far from it. Both of them possess 
many practical ideas which can only be gained fr: 
the background which their training and experien<e 
has given them. The wise business manager will gov 
ern himself accordingly and take advantage of wl! 
they have to offer. 

And what of the institution that doesn’t have a bu | 
ness manager? Usually the superintendent acts 
this capacity in such cases. It has been my exj° 
rience that the man upon whose shoulders rests 1 
responsibility for the successful management of t 
entire institution, takes just as keen an interest in t 
operation of his food department as those who actua! y 
run it, 
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THERE IS MUCH to do and see in St. 
Louis, scene of the American Hospital As- 
sociation Convention and the other hospital 
associations and allied groups which are meeting con- 
currently, and shortly before the A. H. A. meeting. 


»» » 


ktich in history, the big city on the Mississippi was 
firs: settled in 1764, when a little band of French 
pioneers landed on the west bank of the river, at what 
is vow the foot of Walnut Street. Day after day they 
had patiently and painfully fought the river’s current, 
poling and dragging their heavy craft upstream from 
Fort De Chartree, sixty miles below. That first night, 
when they reached what is now St. Louis, they slept 
on their boat. 


Two days later the building of this great midwestern 
metropolis was begun, when the group’s leader, August 
Chouteau, led his men across the sandy beach and up 
the plateau overlooking the river. Soon the ringing of 
axes in the woods marked the beginning of the city that 
was to come. 


In those early pioneer days, England, France and 
Spain contended for the rich valley through which 
the Mississippi flows, and many expeditions sought to 
overshadow the little settlement. But so well had the 
site been chosen that competitive efforts merged into 


the building of what was eventually to become St. Louis. 

One hundred and seventy-one years later, one finds 
St. Louis a gateway of railroad and water transporta- 
tion, tapping the rich lands surrounding it and abound- 
ing with means for reaching the great markets which 
utilize its products. 

It is a city with plentiful opportunities for cultural 
and historic pursuit. The Jefferson Memorial contains 
relics of the Moufid Builders, Indian curios, original 
manuscripts of French and Spanish days, relics of the 
pioneers and of the Revolutionary, Mexican, Spanish- 
American and World Wars; as well as ancient records 
of Missouri courts. Among exhibits of extreme in- 
terest is the complete showing of the famous Lindbergh 
collection, including gifts, medals, trophies and 
souvenirs from a score of foreign countries and from 
thousands of sources. 

The Missouri Botanical Garden, world-famed, ranks 
second only to the famous Kew Gardens of England. 
And there are scores of other interesting places to go 
and things to see. 

But, although some of its features are as yet tentative 
in nature, the thing which will be of most interest to 
most hospital visitors to the city, will be the fine, out- 
standing 


AHA convantion Program 


GENERAL BUSINESS SESSION 
Orchestra Hall, Monday, Sept. 30, 
2:00 P. M. 


Presiding: Robert Jolly, F.A.C.H.A., 
president. 

Committee Reports: Trustees’; Treas- 
urer’s; Constitution and Rules; Mem- 
bership; Council on Community Rela- 
tions and Administrative Practice; Au- 
topsies; Committee to Study Methods of 
Protecting Voluntary Hospitals from 
Unfair Competition; Arrangements for 
the Institute for Hospital Administra- 
tors; Committee to Study and Adjust 
the Regulations as Applied to Member- 
ship; National Hospital Day; Clinical 
Records; Simplification and Standard- 
ization of Hospital Furnishings, Sup- 
plies and Equipment; Workmen’s Com- 
pensation and Liability Insurance; Hos- 
pital Income and Bed Occupancy; 
Nomenclature in Uniform Staff Organ- 
ization; Physical Therapy; Joint Com- 
mittee of the National Hospital Asso- 
ciations. 

New Business: At this time any reso- 
lutions to be offered for the considera- 
tion of the detegates may be presented. 

\djournment. 


PRESIDENT’S SESSION 


Jefferson Hotel, Monday, 8:30 P. M. 
Velcoming Addresses: State of Mis- 

sour; City of St. Louis; Missouri State 

Hospital Association. 

_ Presidential Address: Robert Jolly, 

F.A.C.H.A. 


Conferring of National Hospital Day 
Award, by Albert G. Hahn, Chairman, 
National Hospital Day Committee. 


SMALL HOSPITAL SECTION 


Orckestra Hall, Tuesday, Oct. 1, 
9:00 A. M. 

Presiding: Edna D. Price, R. N., 
Chairman, Emerson Hospital, Concord, 
Mass. 

Secretary: James A. Hamilton, Mary 
Hitchcock Memorial Hospital, Hanover, 
N. H. 

Address: Psychology for Nurses in 
Rural and Small Hospitals—Mrs. Jewell 
W. Thrasher, R. N., superintendent, 
Frasier-Ellis Hospital, Dothan, Ala. 

Address: Opportunities for Communi- 
ty Service Other Than Hospitalization— 
A. F. Branton, M. D., superintendent, 
Willmar Hospital, Willmar, Minn. 

Discussion: Graham L. Davis, The 
Duke Endowment, Chartotte, N. C. 

Address: Social Service in Small Hos- 
pitals. 

Round Table: G. Harvey Agnew, 
M. D., Secretary, Department of Hos- 
pital Service, Canadian Medical Associa- 
tion, Toronto, Ont., leader. 

Election of Section Officers. 


DIETETIC SECTION 


Gilmore Hall, Tuesday, 9:00 A. M. 

Presiding: Lenna F. Cooper, Monte- 
fiore Hospital, New York, N. Y. 

Secretary: Elizabeth Miller, Philadel- 
phia General Hospital, Philadelphia, Pa. 
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Address: The Place of the Dietitian 
in Hospital Administration—Katherine 
Mitchell, President of the American 
Dietetic Association, Michael Reese Hos- 
pital, Chicago. 

Address: The Teaching of the Pa- 
tient and the Public—Ethel Ollis, Presi- 
dent of the Missouri Dietetic Associa- 
tion, Research Hospital, Kansas City 
Mo. 

Address: Food Cost Finding and Con- 
trol—S. Margaret Gillam, Department of 
Nutrition, New York Hospital, New 
York. 

Panel: Discussion on Administrative 
Phases of the Dietary Department—E. 
Tilton, Barnes Hospital, St. Louis, 
leader. 

Research Problems for Administrative 
Dietitians—E. Tilton, Barnes Hospital, 
St. Louis. 

Central Service for Ward Patients— 
Louise Wilkonson, St. Louis County 
Hospital, St. Louis. 

Use of the Selective Menu for All Pa- 
tients—Mrs. Gladys Hall Silkey, St. 
Louis University Hospitals, St. Louis. 

Election of, Section Officers. 

TUBERCULOSIS SECTION 

Foley Hall, Tuesday, 9:00 A. M. 

Presiding: W. C. Reineking, M. D., 
Lake View Sanatorium, Madison, Wis. 

Secretary: H. A. Pattison, M. D., 
Potts Memorial Hospital, Livingston, 
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Address: Means and Methods for Se- 
curing Uniformity in Films—S. Reid 
Warren, Jr., Philadelphia, Pa. 

Discussion: Led by D. O. N. Lind- 
berg, M. D., Decatur, III. 

Address: Interpretation of Chest Films 
with Special Reference to Tuberculosis 
H. Kennon Dunham, M. D, Cincinnati, 
Ohio. 

Discussion: Led by Leroy Sante, M. 
D., St. Louis, Mo. 

Address: Differential Diagnosis of 
Chest Films—Evarts A. Graham, M. D., 
and J. J. Singer, M. D., St. Louis, Mo. 

Discussion: Led by Benjamin L. 
Brock, M. D., Waverley Hil's, Ky. 

Election of Section Officers 


LEGISLATIVE SESSION 
General Session 
Orchestra Hall, Tuesday, 2:00 P. M. 


Presiding: Robert Jolly, F. A. C. H. 
A., President. 

Report: Of the Legislative Reference 
Committee—A. M. Calvin, Chairman, 
Midway and Mounds Park Hospitals, 
St. Paul, Minn. 

At the close of the session program a 
General Session will be held for the 
transaction of the business of the Asso- 
ciation. 

Unfinished Business 

New Business 

Adjournment 


OUT-PATIENT SECTION 
Gilmore Hall, Tuesday, 2:00 P. M. 


Presiding: E. L. Harmon, M. D., Uni- 
versity Hospitals, Cleveland, Ohio. 

Secretary: Robert Nye, M. D., Jeffer- 
son Medical College Hospital, Philadel- 
phia, Pa. 

Report: Of the Out-Patient Commit- 
tee—Frederick MacCurdy, M. D., Chair- 
man, Vanderbilt Clinic, New York. 

The program will include no formal 
addresses on papers but will be devoted 
entirely to a presentation and discussion 
of the material being compiled on a na- 
tion-wide basis through the Out-Patient 
Committee. This Survey has attempted 
to secure factual data on present avail- 
able facilities for medical care to the in- 
digent and near-indigent ambulatory sick 
at the present time. 

Election of Section Officers 


ROUND TABLE ON ACCOUNTING AND 
STATISTICS FOR SMALL HOSPITALS 


Foley Hall, Tuesday, 2:00 P. M. 


Leader: C. Rufus Rorem, Ph. D., C. 
P. A., Julius Rosenwald Fund, Chicago. 

Topics: Uniformity in Hospital Ac- 
counting ; Cost Per Patient Day; Inven- 
tories; Accounts Receivable; the Balance 
Sheet; Cost Analysis; Depreciation; 
Out-Patient Service. 


ROUND TABLE ON ADMINISTRATIVE 
PROBLEMS IN THE TUBERCULOSIS 
SANATORIUM 


Tuesday, 2:00 P. M. 


Presiding: W. C. Reineking, M. D., 
Lake View Sanatorium, Madison, Wis. 

Secretary: H. A. Pattison, M. D., 
Potts Memorial Hospital, Livingston, 
Nee. 

Address: The Adequate Medical Staff in 
Numbers and Quality—George Thomas 
Palmer, M. D., Springfield, Ill. 
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Address: The Adequate Nursing Staff 
Graduate and Non-Graduate Nurses— 
Employment of Tuberculosis ex-Patients 
—W. J. Bryan, M. D., Mount Vernon, 
Mo. 

Address: Rehabilitation of Patients in 

Sanatorium—Robinsen Bosworth, 
M. D., Rockford, Il. 

Address: The Employment of  ex- 
Patients—H. I. Spector, M. D., St. Louis, 
Mo. 

Discussion: Dietetics in the Smaller 
Institution. 

Adjournment. 


ADMINISTRATION SECTION GENERAL 
SESSION 


Orchestra Hall, Wednesday, Oct. 2, 
9:00 A. M. 


Presiding: Allan Craig, M. D., F. A. 
C. A. H., Charlotte Hungerford Hos- 
pital, Torrington, Conn. 

Secretary: Joseph G. Norby, Fairview 
Hospital, Minneapolis, Minn. 

Report: Of the Public Education Com- 
mittee—Al'an Craig, M. D., F. A. C. H. 
A., Chairman, Director, Charlotte Hun- 
gerford Hospital, Torrington, Conn. 

Address: Service, Social and Teaching 
Problems of Today—Nathaniel W. Faxon, 
M. D., F. A. C. H. A., Director, Massa- 
chusetts General Hospital, Boston, Mass. 

Discussion 

Address: Hospital Hazards—Lewis A. 
Sexton, M. D., Superintendent, Hartford 
Hospital, Hartford, Conn. 

Discussion: Led by William H. Walsh, 
M. D., Hospital Consultant, Chicago. III. 

Address: A New Definition of Free 
and Part-Pay Hospital Service—J. V. 
Buck, Superintendent, St. Luke’s Hos- 
pital, Spokane, Wash. 

Discussion 

Election of Section Officers 

Report: Of the Nominating Commit- 
tee—W. L. Babcock, M. D., Chairman, 
Grace Hospital, Detroit, Mich. 

Appointment of Tellers 

Unfinished Business 

New Business: At this time, any reso- 
lutions to be offered for the considera- 
tion of the delegates may be presented. 

Adjournment 


ROUND TABLE ON SMALL HOSPITAL 
PROBLEMS 


Gilmore Hall, Wedresday, 9:00 A. M. 


Leader: Bryce L. Twitty, Baylor Uni- 
versity Hospital, Dallas, Texas. 


CHILDREN’S HOSPITAL SECTION 


Foley Hall, Wednesday, 9:00 A. M. 


Presiding: Robert B. Witham, Chil- 
dren’s Hospital, Denver, Colo. 

Secretary: Agnes O’Roke, R. N., Ko- 
sair Crippled Children Hospital, Louis- 
ville, Ky. 

Vice-Chairman: Mrs. Gertrude R. Fo- 
lendorf, R. N., Director of Nursing of 
the Shriners’ Hospitals for Crippled 
Children. 

Chairman of Local Committee on Ar- 
rangements: Edith F. Bateman, Shriners’ 
Hospital for Crippled Children, | St. 
Louis, Mo. : 

Introductory Address: Bert W. Cald- 
well, M. D., Executive Secretary, Amer- 
ican Hospital Association, Chicago, III. 

Address: The Conduct of a Convales- 
cent Department of a Chi!dren’s Hospi- 
tal—W. McKim Marriott, M. D., Physi- 
cian in Chief, St. Louis Children’s Hos- 
pital, St. Louis, Mo. 


Address: Administrative Trends jn 
Children’s Hospitals—Robert E. Neff, F. 
A. C. H. A., Administrator, State Uni- 
versity of Iowa Hospitals, Iowa City, 
Towa. ; 

Address: Social Service Problems jn 
Children’s Work—Lelia I. Dickinson 
Head Worker, Pediatric Service, Wash- 
ington University Clinic and Allied Hos- 
pitals, St. Louis, Mo. 

Address: Group Play in a Hospital En- 
vironment—Anne M. Smith, Director of 
Children’s Pay, The Children Memorial 
Hespital, Chicago, Ill. 

General Discussion of Papers Pre- 
sented 

Election of Section Officers 

Adjournment 


NURSING SECTION 
Orchestra Hall, Wednesday, 2:00 P. M. 


Presiding: Sister Mary Therese, John 
B. Murphy Hospital, Chicago, II]. 

Address: Nursing Costs, Nursing 
Service, and Nursing Care—Bla: che 
Pfefferkorn, R. N., Director of Stucies, 
National League of Nursing Educa‘ion, 
New York, N. Y. 

Discussion 

Address: What Is the Educational 
sponsibility of State Boards ?—Mrs. 
Crocker, R. N., Executive Secret:ry 
Illinois State Nurses Association, ( hi 
cago, Ill. 

Discussion: Led by Grace Phe'ps, 
N., Superintendent, Doernbecker Me: 
rial Hospital for Children, Portland, (re. 

Address: Needed Changes in 
Nurse’s Curriculum—Sister Mary Regi- 
nald, R. S. M.. Nursing School Suver- 
visor, Mount Mercy College, Grand Rap- 
ids, Mich. 

Discussion: Led by Malcoim T. M 
Eachern, M. -D, Associate Director, 
American College of Surgeons, Chicago, 


Il. 

Address: Does Public Health Be’ 
in the Student Nurse’s Curriculum 
Harriet Fulmer, R. N, Rural Public 
Health Nursing, Cook County, Ch 
cago, IIl. 

Discussion: Led by Fannie Brooks, 
Health Education Specialist, University 
of Illinois, Urbana, Ill. 

Election of Section Officers 

Adjournment 


ROUND TABLE ON VOLUNTEER SERVICE 
IN THE HOSPITAL 

Gilmore Hall, Wednesday, 2:00 P. M. 
Leader: R. C. Buerki, M. D., State of 

Wisconsin General Hospital, Madison, 

Wis. 

ROUND TABLE ON HOSPITAL LIBRARIES 
Foley Hall, Wednesday, 2:00 P. MM. 


Leader: Perrie Jones, Supervisor of 
p 


, State Institution Libraries, St. 


Minn. 

Report: Of Committee on Hos) tal 
Libraries: Perrie Jones, Supervisor ‘ 
State Institution Libraries, St. P 
Minn. 

Address: WHospital Library Serv 
Its Present Status and Possible Fut 
—Charles H. Compton, Assistant Li 
rian, St. Louis, Mo. 

Discussion ; 

Address: Costs of Hospital Libraric 
Robert E. Neff, F. A. C. H. A, 5 
University of Iowa Hospitals, lowa ¢ 
Iowa. 

Discussion 
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Address: The Hospital Library in Re- 
lation to Psychiatric Research—M. C. 
Petersen, M. D., Assistant Superintend- 
ent, St. Peter State Hospital, St. Peter. 
Minn. : 

Discussion 

Address: A School Library in a Chil- 
dren’ spital—Marie Rainey, Libra- 
rian, Gillette State Hospital for Crippled 
Children, St. Paul, Minn. 

Discussion 

Ac:ournment 


ANNUAL BANQUET AND BALL 
Jefferson Hall, Wednesday, 7:00 P. M. 


Presiding: Robert Jolly, F. A. C. H. 
A., President. 

Invecation 

Music During Dinner 

Introduction of Distinguished Guests. 

Musical Selection 

Speaker 

Musical Selection 

Orchestra 

Dancing and Entertainment 

The Annual Ball for Delegates and 
Guests will be held immediately follow- 
ing the Banquet. 


SYMPOSIUM ON THE MECHANICAL 
DIVISIONS OF HOSPITAL 
OPERATION 


Orchestra Hall, Thursday, Oct. 3, 


9:00 A. M. 

Presiding: S. Frank Roach, Medical 
Center, Jersey City, N. J. 

Secretary: Anthony A. Fette, Cincin- 
nati General Hospital, Cincinnati, Ohio. 

Introductory Address: S, Frank Roach, 
Chairman, Superintendent of Launary, 
Medical Center, Jersey City, N. J. 


In Relation to Fixed Equipment, 
Plumbing and Sterilizers: 


Address: The Care and Preservation 
from an Economy Viewpoint—L. B. 
Stine, Crane Company, Chicago, III. 


In Relation to the Power House: 


Address: The Value of Installing Re- 
cording Instruments to Regulate the Dis- 
tribution of Steam, Electricity, and Hot 
Water from a Central Station—William 
H. Driscoll, M. E., Vice-President, 
a Starrett Company, New York, 
NY. 


In Relation to the Laundry: 


Address: A Minimum Washing For- 
ula for the Preservation of Hospital 
Linens—H. F. Neumann, Colgate-Palm- 
olive-Peet Co., Jersey City, N. J. 


In Relation to the Painting Problem: 


Address: Positive Dividends from the 
Care Exercised in Preparation—J. T. 
Lawrence, Mitchell-Rand Company, Jer- 
sey City, N. J. 

Open Discussion on Papers Presented. 

Summary: Joseph C. Doane, M. D., 
Medical Director, Jewish Hospital, Phil- 
ade!phia, Pa. 

Election of Section Officers 

Adjournment 


ROUND TABLE ON GENERAL HOSPITAL 
PROBLEMS 
Giimore Hall, Thursday, 9:00 A. M. 


Leader: Malcolm T. MacEachern, 
M. D., American College of Surgeons, 
Chicago, Ill. 


SOCIAL SERVICE SECTION 
Foley Hall, Thursday, 9:00 A. M. 


Eleanor Cockerill, Barnard 
Hospital, St. 


Presiding: 
Free Skin and Cancer 
Louis, Mo. 

Secretary: Isabel Bering, Washington 
University Clinics and Allied Hospitals, 
St. Louis, Mo. 

Presiding: Nathaniel W. Faxon, M. D., 
F. A. C. H. A., Massachusetts General 
Hospital, Boston, Mass. 

Address: Widening Horizons in Pub- 
lic Health Service—C. H. Lavinder, 
M. D., Medical Director, United States 
Public Health Service, Washington, D. C. 

Discussion: Led by M. Antoinette Can- 
non, Instructor of Medical Social Work. 
New York School of Social Work, New 
York, N. Y.:; Robert E. Neti; F. A. C. 
H. A., Administrator, State University 
of Iowa Hospitals, Iowa City, Iowa; 
Edith Foster, Regional Social Worker, 
Federal Emergency Relief Administra- 
tor, Chicago, IIl. 

Election of Section Officers 

Adjournment 


CONSTRUCTION SECTION 
General Session 
Orchestra Hall, Thursday, 2:00 P. M. 


Presiding: Lucius R. Wilson, M. D., 
John Sealy Hospital, Galveston, Tex. 

Secretary: Mabel W. Binner, Chil- 
dren’s Memorial Hospital, Chicago, III. 

Address: Hospital Painting—F. R. 
Bradley, M. D., Assistant Superintend- 
ent, Barnes Hospital, St. Louis, Mo. 

Discussion: Led by J. Dewey Lutes, 
F. A. C. H. A., Superintendent, Ravens- 
wood Hospital, Chicago, Ill. 

Report: Of the Committee on Hospital 
Planning and Equipment—Charles_ F. 
Neergaard, Chairman, Hospital Consult- 
ant, New York, N. Y. 

Discussion: Led by Arthur C. Bach- 
meyer, M. D., Director, University of 
Chicago Clinics, Chicago, 

Address: Hospital Elevators—H. EI- 
dridge Hannaford, Samuel Hannaford & 
Sons, Architects, Cincinnati, Ohio. 

Discussion: Led by Clarence J. Cum- 
mings, Superintendent, Tacoma General 
Hospital, Tacoma, Wash. 

Report: Of the Committee on Air Con- 
ditioning—C. W. Munger, M. D., Chair- 
man, Grasslands Hospital, Valhalla, N. Y. 

Discussion: Led by R. H. Bishop, Jr., 

D., Director, University Hospitals, 
Cleveland, Ohio. 

Address: Hospital Lighting—William 
H. Walsh, M. D., Hospital Consultant, 
Chicago, II!. 

Discussion: Led by Robert E. Neff, 
F. A. C. H. A, Administrator, State 
University of Iowa Hospitals, Iowa City, 
Towa. 

Election of Section Officers 

At the close of the session program a 
General Session will be held for the 
transaction of the business of the Asso- 
ciation. 

Report: Of the Resolutions Committee 
—William H. Walsh, M. D., Chairman, 
Chicago, III. 

Unfinished Business 

New Business 

Adjournment 
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ROUND TABLE ON MECHANICAL PLANT 
PROBLEMS AND HOSPITAL PUBLICITY 


Gilmore Hall, Thursday, 2:00 P. M. 


Leader: Donald C. Smelzer, M. D, 
Graduate Hospital, Philadelphia, Pa. 


SOCIAL SERVICE ROUND TABLES 
Thursday, 1:30 to 3:00 P. M. 


. Co-operative Case Treatment—An 
Evaluation 


(Leader to be announced ) 

Casework Principles Involved in Co- 
operative Case Treatment 

The Use of Co-operative Case Treat- 
ment by Service and Relief Agencies 

The Place of Co- -operative Case Treat- 
ment in Medical Social big 

3:00 to 4:30 P. 


A Demonstration of Team Play in 
the Treatment of the Patient. 


Presiding: Harry Alexander, M. D., 
Washington University Medical School, 
St. Louis, Mo. 

Participants: Consulting Staff Mem- 
bers, Washington University Clinics and 
Allied Hospitals, St. Louis, Mo.; Social 
Service Department, Washington Uni- 
versity Clinics and Allied Hospitals, St. 
Louis, Mo.; the St. Louis Relief Admin- 
istration. 

Adjournment 


PUBLIC HOSPITAL SECTION 
Jefferson Hotel, Thursday, 8:00 P. M. 


Presiding: Charles E. Remy, M. D., 
F. A. P. A., F. A. C. H. A., Minneapolis 
General Hospital, Minneapolis, —*% 

Secretary: Fraser D. Mooney, M. D., 
Buffalo General Hospital, Buffalo, N. Y. 

Report: Of Public Health Relations 
Committee—W. S. Rankin, M. D., Chair- 
man, Duke Endowment, Charlotte, N. C. 

Address: Governmental Methods of Pro- 
viding Care for the Indigent Sick in Can- 
ada as Compared to Rendition of This 
Similar Service in the United States— 
G. Harvey Agnew, M. D., Secretary, De- 
partment of Hospital Service, Canadian 
Medical Association, Toronto, Ont., Can. 

Address: Past, Present, and Future 
Status of the Public or Governmental 
Hospitals—National, State, County and 
Municipal—in the Care of the Indigent 
Sick, and Their Relation and Effect 
Upon Nongovernmental Public Hospitals 
in the United States—Nathaniel W. Fax- 
on M. BD F. A.vC. H. A; Director, 
Massachusetts Genera! Hospital, Boston, 
Mass. 

Address: The Scope and Relationships 
of General Hospitals—Michael M. Da- 
vis, Ph. D., Julius Rosenwald Fund, Chi- 
cago, Ill. 

Discussion: Of the Three Papers Pre- 
sented—S. S. Goldwater, M. D., Com- 
missioner of Hospitals, New York City, 
Election of Section Officers 
Adjournment 


CLOSING BUSINESS SESSION 


Orchestra Hall, Friday, Oct. 4, 
9:00 A. M. 
Robert Jolly, F. A. C. H. 


Presiding: 
A., President. 

Report of Tellers 

Induction of New Officers 

Unfinished Business 

New Business 

Adjournment 





HOSPITAL 


Doctor MacEachern’s Book 
To Be Published Soon 


» » The long-awaited book, Hospital Organization and 
Management, written by Malcolm T. MacEachern, 
M.D., C.M., associate director of the American Col- 
lege of Surgeons, is shortly to come off the press, ac- 
cording to recent announcements. 

The book, which will contain nearly a thousand 
pages, 22 full page illustrations and almost 200 illustra- 
tions of charts and forms, is the result of several years 
of intensive work on the part of Dr. MacEachern, It 
represents the accumulated experience of years as a 
hospital administrator, and pioneering in the American 
College of Surgeon’s drive for standardization in hos- 
pital procedures. Every phase of hospital activity is 
covered, it is said, and new subjects, new methods and 
modern trends are interestingly treated, according to 
advance notices. 


Group Hospitalization for Chicago 


» » A Committee of the Chicago Hospital Association 
met recently to begin a study of group hospitalization 
with the object of reporting to the association some 
plan feasible to Chicago hospitals. 

J. Dewey Lutes, superintendent of the Ravenswood 
Hospital, who heads the committee, has stated that 
Chicago hospitals may launch such a project after the 
first of the year, and that group hospitalization might 
easily be operative in large business houses on the basis 
of insuring hospitalization at any time for participants 
who would pay a set sum each month. 

Other committee members are: Asa Bacon, super- 
intendent of the Presbyterian Hospital; Dr. A. C. 
Bachmeir, director of Billings Hospital; Maurice 
Dubin, superintendent of Mount Sinai Hospital, and 
Rev. John W. Barrett, diocene director of Catholic 
hospitals in the Chicago area. 


Dinitrophenol Dangers Repeated 


» » Blindness from the use of dinitrophenol for re- 
ducing weight has not stopped the use of the drug in 
spite of repeated warnings, says Chief W. G. Camp- 
bell of the Federal Food and Drug Administration. 
The eye cataracts observed in dinitrophenol poisoning 
develop rapidly and result in total blindness within a 
short time. This drug may also produce acute poison- 
ing—damage the liver, kidneys, heart and sensory 
nerves. 

The Food and Drugs Act, according to Mr. Camp- 
bell, is practically inoperative against this public health 
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hazard. He says: “The only application of the law to 
these products is through some misstatement of {act 
or some false and fraudulent curative claim in the 
labeling. There is little doubt that the cases of pro- 
gressive blindness recently reported in California «re 
the result of medication with dinitrophenol. It i- to 
be regretted that the present Federal law is silent \ ith 
respect to the control of dangerous drugs.” 


Dr. M. M. Davis Awarded 
Squires Prize 


» » Officials of Columbia University, at the conv: « 
tion June, 1935, announced the award of the Squ:res 
Prize to Dr. Michael M. Davis, director of Medic 
Services for the Julius Rosenwald Fund, for origin 
investigation in the field of sociology. The award, whic 
is the five-year income from a fund established in 1895 
by Grant Squires, an alumnus of Columbia, is ma 
once every five years on recommendation of a faculty 
committee representing the fields of social science, 

a graduate of Columbia University who has done out- 
standing work of a sociological character. 

In announcing its decision, the committee made spe- 
cial reference to Dr. Davis’ book, Paying Your Sickuess 
Bills, published in 1931, and to recent articles dealing 
with health insurance. 


Psychiatric Institute to Be Held in October 


» » The Minnesota State Nurses’ Association, the 
State Organization for Public Health Nursing and the 
Minnesota State League of Nursing Education 
sponsoring an institute for the study of psychiatri 
principles, to be held October 21 to 25 at the Fergus 
Falls State Hospital. 

This first institute, aim of which is a general orien: 
tion in psychiatric problems, is designed for nurs 
executives or representatives selected by directors f1 
the executive group of their respective institutic 1s. 
Lectures will be given by Dr. W. L. Patterson, suj 
intendent of Fergus Falls Hospital, and Dr. M. 
Kemp, assistant superintendent. Nursing care will 
outlined by Mrs. Stella H. Amass, director 
Psychiatric Nursing Education. 


N. Y. State Hospital Convention 


» » The 1936 convention of the Hospital Associat 
of New York State will be held May 21 and 22 at 
Hotel Statler in Buffalo. Meeting concurrently w 
it will be the New York State Association of Nuvse 
Anesthetists, New York State Association of Dietitians 
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and the New York State Association of Medical Record 
Librarians. As is the usual procedure, the Association 
will conduct a technical exposition in connection with 
the convention. 


$105,000 Raised for 
Rothschild-Hadassah Hospital 


» » A total of $106,000 has been contributed to the 
building fund of the Rothschild-Hadassah-University 
hospital, which will be built in Jerusalem by Hadassah 
and the American Jewish physicians’ committee, ac- 
cording to a recent announcement of the Women’s 
Zionist organization of America. 

Preliminary architectural plans are being completed 
in Palestine, and will be studied by the Palestinian and 
American members of the building committee. The 
medical center will be the first of its kind in Pales- 
tine and is intended as a model teaching and research 
institution for the entire Near East. On its hospital! 
and teaching staffs will be a number of exiled German 
specialists of international renown. It will be erected 
on a 25-acre plot on Mt. Scopus overlooking Jerusalem 
and will have 300 beds. ; 





"U. S. Pharmacopoeia XI” Issued 


» » Appointment of Mack Printing Company of 
Faston, Pa., as distributor of the United States 
Pharmacopoeia XI was recently announced .by the 
United States Pharmacopoeial Convention. The book 
will reach the market this Fall. The first U. S. 
Pharmacopoeia was published in 1820 and there have 
been eleven decennial revisions. 

The Mack concern will also distribute the National 
Formulary VI and the Pharmaceutical Recipe Book II, 
which are in the course of preparation. 


Tri-State Assembly to Meet Oct. 2 


» » The Tri-State Hospital Assembly (Illinois, Indiana 
and Wisconsin hospital associations) will meet October 
Zat 8 a.m. for a breakfast at the Jefferson Hotel, St. 
Louis. Hospital people from the three states are cor- 
tially invited and urged to attend. 


Catholic Hospital Convention 
Held in Little Rock 


»» The tenth annual convention of the Midwest 
Conference of the Catholic Hospital Association was 
held August 27 to 29 at St. Vincent’s Infirmary in 
Little Rock, Ark. Many representatives from hos- 


pitals in Arkansas, Kansas, Oklahoma and Missouri 
attended. Among the guests was the Rev. Alphonse 
M. Schwitalla, president of the Catholic Hospital 
Association of the United States and Canada, who 
presided at several sessions. 

Sister Henrietta presided at the second day’s session, 
which was devoted to nursing education. 
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Mrs. Louise Heck 

... superintendent of the Saginaw County Conta- 
gious Disease Hospital, Saginaw, Mich., has resigned, 
and the appointment of Miss Maude McRae as acting 
superintendent was recently announced by H. J. P. 
Graebner, chairman of the special health committee of 
the hospital’s board of supervisors. Miss McRae was 
appointed superintendent when the hospital was con- 
structed in 1928, and served for several years in that 
capacity. For the past two years she has been engaged 
in private duty nursing. 


Dr. B. Woodfin Cobbs 


... was reélected medical director and business man- 
ager of the Montgomery Tuberculosis Sanatorium, 
Montgomery, Ala., at a recent meeting of the hospital’s 
board of directors. 


Sister Margaret Camela 

... superintendent of St. Joseph’s Hospital, Yonkers, 
N. Y., and one of the leading members of the Sisters 
of Charity in the state, died recently following a year’s 
illnesss. Previous to her affiliation with St. Joseph’s, 
Sister Margaret was for 30 years in charge of the 
infirmary at St. Vincent’s Hospital in New York. 


Sister M. Justine, R.N. 

...has recently been appointed Superior of the Holy 
Cross Hospital, Chicago, and Sister M. Dorothea, R.N., 
has been appointed superintendent of the hospital. 


Dr. Edward Murphy 

...of Tamaqua, Pa., was recently named superin- 
tendent of the Coaldale State Hospital, Coaldale, Pa.. 
and Dr. E. E. Shifferstine, who has been superintendent 
of the hospital since its inception more than twenty-five 
years ago, was named surgeon-in-chief. Other changes 
in the hospital personnel include: Dr. Joseph V. Burns, 
roentgenologist, succeeding Dr. William Hinkle ; David 
McElroy, pharmacist, succeeding Dr. P. F. Barto; and 
Miss Margaret Petrosh, technician, succeeding Miss B. 
Weaver. 


Dr. Bela Halpert 

... assistant of pathology and surgery of Yale Uni- 
versity School of Medicine, has become associated with 
the Jewish Hospital of Brooklyn as head of the division 
of pathology and as associate director of the depart- 
ment of laboratories. Dr. Halpert is a graduate of the 
German University of Prague and has taught in the 
universities of Budapest, Prague and Frankfort-am- 
Main. 


Dr. E. B. Perry 

...of Kansas City, Mo., was elected president of the 
Negro National Medical Association at the recent an- 
nual meeting in New Orleans. Dr. Robert M. Hedrick 
of the St. John’s Hospital, Gary, Ind., was named vice- 
president. 


Miss Nina Gage 

...has been appointed superintendent of nurses at 
Newport Hospital, Newport, R. I. A well known 
figure in the nursing field, she has been Dean of the 
School of Nursing of Yale-in-China, chairman of the 
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Education Committee of the Nurses’ Association of 
China, executive secretary of the National League of 
Nursing Education, and for four years president of the 
International Council of Nurses. 

Miss Gage succeeds Miss Minnie Goodnow who is 
best known as the author of several textbooks, notably, 
“The Technic of Nursing and Outlines of Nursing 
History.” Miss Goodnow is starting a two-year trip 
around the world to study nursing and hospital condi- 
tions and missionary nursing. 


Dr. Joseph P. Leone 


...assistant superintendent and admitting physician 
at Rhode Island Hospital, Providence, recently tendered 
his resignation, effective September 15, to assume the 
superintendency of Quincy City Hospital, Quincy, 
Mass. A graduate of the University of Rochester and 
the Rochester School of Medicine and Dentistry, Dr. 
Leone became assistant director of the Strong Memorial 
Hospital, in 1930 accepting the position at the Rhode 
Island Hospital. Quincy City Hospital is a 300-bed 
institution, and Dr. Leone succeeds Miss Mildred Con- 
stantine. He is the first medical man to be appointed 
superintendent there. 


Col. Mark J. White 


...surgeon and former head of what is now the 
Edward Hines, Jr., Memorial Hospital, is returning to 
Chicago to serve as commanding officer of the United 
States Marine Hospital in that city. Col. White has 
recently been commander of the marine hospital in 
San Francisco. 


Mrs. Bessie Haskin 


...1s the newly-appointed head of Laramie County 
Memorial Hospital in Cheyenne, Wyo., succeeding Mrs. 
Anna G. Williams, who resigned recently to accept a 
position at Queens Hospital in Honolulu. 


Dr. A. Graeme Mitchell 


..director of the Children’s Hospital, Cincinnati, 
Ohio, and director of the hospital's Research Foun- 
dation, has been appointed head of the Warm Springs, 
Ga., hospital for infantile paralysis victims. Dr. 
Mitchell has for a number of years led in an in- 
tensive investigation of infantile paralysis conducted 
at the Cincinnati research laboratory. With colleagues 
at the Children’s Hospital he sought to isolate the 
filterable virus believed responsible for the disease and 
thus pave the way for discovery of a serum. 


Clarence Gibson 


...revenue clerk of the Regina General Hospital, 
Regina, Sask., Canada, was recently named business 
manager of that institution. 


Dr. S. H. Ackerman 


...1s the new superintendent of the Coney Island 
Ilospital of Brooklyn, N. Y., succeeding Dr. Max 
Seide, who recently resigned. 
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Tuberculosis and the Nurse... 


(Continued from page 16) 





required to get an x-ray of the chest provided the physi- 
cian does not get sufficient evidence of disease on physi- 
cal examination. Arrangements might be made by the 
physician to have the x-ray made by an outside physi- 
cian before admission or by the hospital itself. 

Further education in tuberculosis I feel to be essen- 
tial in regard to both the medical student and the nurse. 
Few schools offer as good an opportunity as our own 
University of Louisville for the training of students in 
this field. Four years ago through the recommeda- 
tion of Dr. Lawrason Brown, consulting physiciai: to 
the Board of Tuberculosis Hospital, conduciing 
Waverly Hills Sanatorium, this very important a:ldi- 
tional work was put into force by Dean John Wa ker 
Moore. It has been my good fortune and plea-ure 
during these four years to instruct the senior mec ‘cal 
students who come to Waverley Hills in groups of 
eight for a period of three weeks. Physical sign~ of 
pulmonary tuberculosis are emphasized in this covrse 
and they are always correlated with the x-ray. S‘.ort 
talks are given in an endeavor to round out the course. 
By the time the students complete this short cor rse 
they have at least learned how to interpret physical 
signs, and they have also learned that advanced c:ses 
often give no physical signs at all. Thus the impor- 
tance and indispensability of the x-ray in the diagnusis 
particularly in the early case is seen. 


Only very recently, through the cooperation of the 
Kentucky State Board of Nurse Examiners a four 
months post graduate course for nurses was in- 
stituted at Waverley Hills Sanatorium, The work is 
chiefly practical but during the course some twenty odd 
lectures covering the various phases of tuberculosis are 
given by the members of the Medical Staff at Waverley 
Hills. These nurses should readily qualify to take over 
responsible positions not only in hospitals but also in 
the State and local public health departments. At the 
present time the State Board of Nurse Examiners 
selects the nurses for the course, the nurses later being 
approved by the Sanatorium. Eight post graduate 
nurses make up the class. Two of these are colored. \Ve 
at Waverley Hills have been assured that our program 
will be enlarged this Fall to include an undergraduate 
school. These nurses will be selected from the various 
schools in the state for affiliation with the Waverley 
Hills School. In this way the nurse will be given the 
advantage of a broader training and will be infin’ ely 
better equipped fo care for the tuberculous patient nd 
indeed to recognize an early case who might need tr-at- 
ment. 

In conclusion, the responsibilities of the nurse are 
many, yet not without compensation. “To have .d- 
ministered successful nursing care to the sick; to hve 
helped in the prevention and spread of disease ; to | ve 
aided in making the community in which one live: 4 
better community, because of one’s service there: all 
of these bring lasting satisfaction and a reward bey: nd 
price. 


HOSPITAL MANAGEMENT, September, 1°35 





hysi- 
hysi- 
y the 
hysi- 


ssen- 
urse, 

wn 
its in 
1 da- 
ui to 
ciing 
A ldi- 
a ker 
sure 
ical 

of 
is of 
yirse 

ort 


he 
four 
in- 
k 4s 
odd 
are 
rley 
ver 
) in 
the 
ers 
ing 
iate 
We 
ram 
iate 
US 
ley 
the 
ely 
ind 
at- 


_ DIETARY AND FOOD SERVICE 


RETAINING THE COLOR 
OF VEGETABLES 


» » » AT THIS SEASON we are on the verge 
of saying “good bye” to the summer vege- 
tables and “hello” to what the winter has 

to offer. It seems a fitting time to deal with the prep- 
aration of both. The aesthetic appeal of food to the 
patient is just as important as the fact that it gives 
nutritive value. We hope these explanations of vege- 
table coloring will help you. 

According to Halliday and Noble all vegetables fall 
into four groups of coloring: the yellow, the green, the 
red, and the white. 

The color we find in yellow vegetables is furnished 
by carotinoids. This is the same we find in butter, 
beef fat, and egg yolk. It is almost insoluble in water. 
The darkening of a yellow vegetable is usually due to 
the scorching of the sugary juice rather than to a break- 
ing down of the coloring matter. Yellow vegetables 
can be cooked in a small amount of water, in a steamer 
or a pressure cooker without damage to their color. 

The loss of green coloring matter during the cooking 
of vegetables is due to.a decomposition of the color- 
ing substance rather than to a solution in the water. 
Chlorophyli, the substance, is not water soluble. 

The pigment is readily destroyed by heat and acid. 
30th of these cooking conditions have a chance to work 
when vegetables are long cooked, especially in small 
amounts of water in covered vessels or, worse still, in 
a steamer or pressure cooker. 

The acid which causes the trouble comes from the 
vegetable itself. In the raw state each tissue of the 
vegetable is made up of two sections, the acid in one 
section and the chlorophyll in the other. When the 
vegetables are cooked the tissues are broken down and 
the acid and the chlorophyll run together. If we do 
not provide a means of diluting or neutralizing the 
acid, the color is destroyed. 

In order to keep the water on the alkaline side dur- 
ing cooking, one should use a large proportion of water 
to vegetable and leave the vessel uncovered, especially 
during the first few minutes of cooking. This latter 
suggestion allows the volatile acids, which are evolved 
in the greatest quantities at that time, to escape in the 
steam. The value of the large amount of water is to 
furnish alkali to neutralize the vegetable acids as they 
come off, with enough to spare to maintain a slight 
alkalinity in the solution. 

lf a neutral water is used, soda may be added in the 
proportion of one sixteenth of a teaspoon to a quart 
of water to preserve the color. Too much soda makes 
the vegetable slimy and destroys the vitamins. 

Shorter cooking of green vegetables save nutrients 
as well as color. To keep the time as short as pos- 
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sible: have the water boiling before adding the vege- 
tables and keep it boiling ; cook only until tender; have 
a larger proportion of water than is necessary. 

In general, green vegetables can not be cooked in a 
steamer or pressure cooker without loss of color. In 
using the steamer the volatile acids plus non-volatile 
acids do the damage. The same is true of the pressure 
cooker—with the added harm of extreme heat. Spinach 
is the exception. A steamer does not seem to harm it. 
However, the best method for spinach is: cut the stems 
off, drop the leaves into a large amount of boiling 
water, keep boiling until just tender—not over ten 
minutes. 

Although there are few red vegetables, the pigments 
called Anthocyannins occur widely in other forms of 
flowers and fruits. Most of these are soluble in water 
and give a bright red color in an acid solution. They 
differ from each other very much in their color re- 
actions with certain metals and alkali of different con- 
centrations. 

Red cabbage does not remain red during cooking 
unless acid is added. Without the addition of vinegar, 
lemon or tart apples, the vegetable will turn blue or 
purple in neutral water or green in alkaline. The same 
happens in steaming but only up to the blue stage. 
Adding acid will undo the work of alkali and metals 
if too much time is not allowed to pass. 

Beets have enough acid in their own juices to hold 
their color in cooking. By cutting the tops off a good 
two inches from the beets and leaving them unpeeled 
and uncut, they can be cooked in any kind of water 
without adding acid. The pressure cooker will not 
hurt their color or nutrients. 

The best methods for cooking red vegetables and 
fruits are just the opposite of those for green. Acids 
favor color retention but alkalies and certain metals 
such as aluminum and tin, cause loss of color. 

It is generally thought that white vegetables contain 
no color. It may be that Irish potatoes and white 
onions do not, but a large number retain small amounts 
of yellow carotinoids or pigments known as flavones. 
These appear to be colorless in acid solutions such as 
most vegetable juices. In alkali they become yellow. 
Iron causes them to become brown or green. 

If the vegetable merely turns yellow in cooking, we 
are not so much alarmed, because the color is not 
objectional. 

That brownish-gray that comes especially with long 
cooking, is the problem. Halliday and Noble explain 
its possible cause in Hows and Whys of Cooking. It 
is believed that the flavones may diffuse to the point 
of contact with the iron in the vegetable—thus form- 
ing a dark compound. Another solution is that the 
iron and sulphur may get together during a long cook- 
ing process. Regardless of the cause, it is safe to say 
white vegetables do not darken unless overcooked. 
Our final plea—cook all vegetables only until tender. 
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Leftovet WASTERPIBCES 


Jambon Du Theodora* 


50 portions 


12 lbs. cooked ham—from baked or boiled ham irim- 
mings 

green peppers 

hard cooked eggs 

No. 10 can crushed pineapple, drained 


— 


we bo bo 


gallons thick cream sauce 

oz. white pepper 

oz. salt 

oz. celery salt 

lbs. crisp potato chips 

Ibs. fresh large tomatoes 

cup parsley dust (chopped parsley ) 
Toast 

6 large dill pickles 


we bon 


on 


— 


Basic Formula 


Cook diced ham medium; cut green peppers in strips. 
Pan sauté in oil. Drain and add to above pineapple and 
cream sauce, and mix well. Place a slice of tomato on 
toasted bread. Now add a generous % cup of potato 
chips. Use a small ladle of creamed ham, garnish with 
sliced dill pickle, quartered tomatoes, riced eggs, parsley 
dust and potato chips. 

Serve with corn bread and apple sauce tarts. 

*This is an exclusive creation of our consultant chef. 


FROM THE PRIVATE FILES OF 
W. MARCEL SHAW 


Chef de Cuisine, Reg., Lutheran Memorial Hospital, Chicaco 
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Baked Chopped Sirloin of Beef 
“Chef's Special” 


50 portions 

15 lbs. meat trimmings from roast beef 

10 Ibs. diced uncooked potatoes 

2 gals. brown sauce from beef roast 
Zest from 2 large onions 

1 qt. fine chopped celery 

1 No. 10 can tomatoes 

2 Ibs. egg noodles—cooked 

Y% cup A-1 sauce 

2 qts. fresh cooked carrots—sliced. 
Salt and white pepper to taste 

2 small cans sliced mushrooms 


» 


Basic Formula 


Chop meat trimmings coarse with hand cleaver. Add 
diced potatoes and brown sauce. Mix onion zest with 
chopped celery. Drain tomatoes and add. Add A-1 
sauce. 

Place in individual ramkin or covered baking casserole, 
pyrex or metal, a thin layer of cooked egg noodles, a 
layer of chopped meat trimmings, and a layer of the 
chopped celery, tomatoes and onions. Sprinkle over all 
a thin layer of carrots and a few mushrooms. Centinue 
until all materials have been absorbed. 

Bake one hour in a medium oven. Serve with green 
beans, French Style (cooked with mint and parslied but- 
ter) ; a spiced pear garnish, and beet and cabbage Salad 
Supréme. (The salad is made of fresh beets, cabbage, 
salt, pepper, vinegar, and sugar to flavor.) 

All photos of these creations made at Lutheran Me-— 
morial Hospital, Chicago. The dishes used are by cour- 


tesy of Arthur Schiller & Son, Chicago, to whom grate- 
ful acknowledgment is made. 
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Croquettes of Chicken—Churchill Downs 


50 portions Basic Formula 


10 Ibs. cooked veal from roast trim- Run veal and pork through fine meat 
_ mings eae grinder or power machine, or han 
15 Ibs. cooked pork from trimmings, or grinder if power machine not available. 
10 Ibs. veal shoulder clod Mix with cream sauce and seasoning. 
15 lbs. pork butts—cooked Add parsley dust, chicken skin, and egg 
gals. cream sauce, yellow yolks. Mix well, using power machine. 
oz. celery salt Place in ice box to cool. Mould and shape 
oz. white pepper into croquettes. Bread in egg wash wit 
oz. salt ; , fine cracker or bread crumbs and finis 

Ibs. chicken skin from boiled up. 

chickens (If you have it. Grind 
fine. ) 

cups chopped parsley, fine 

egg yolks 

Hot oil to fry To Make Sauce 
Milk 

Cracker meal to bread 


DO dO DO dO 


Fry in hot fat using French Fry bask 


Have chicken fat or butter hot. 
flour, then stock. Cook well. Color \ i 
a. be light yellow. Salt and pepper to ta 
Ibs. chicken butter, or 
Ibs. oleomargarine 
Ib. flour 
teaspoon yellow food coloring Place on service plate two small c 
gals. stock from cooked veal or quettes. Sauce goes on top to garni 
pork, or Serve with mashed potatoes, buttered 
gals. plain beef broth peas and carrots, strawberry marmala ‘¢ 
oz. salt and raisin toast. 


To Serve 
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KE LOGENIC 
DENT 


FOR EPILEPSY 


» » » THE KETOGENIC DIET consists, as 
will be noted, of the lowest possible 
amounts of protein and carbohydrates, with 

proportionately larger amounts of fat. The purpose, 
of course, is to. produce a state of acidosis. The de- 
sired condition has been reached when the presence of 
diacetic acid and acetone are detected in the urine of 
the patient. These are in evidence when fat is incom- 
pletely oxidized. 

Provision must be made in the ketogenic diet to 
assure a proper amount of calcium, phosphorus, iron, 
and vitamins B and C. These may be supplied by 
vegetables and fruits with the lowest carbohydrate 
content. 

Fat is supplied by large amounts of cream, butter, 
cheese, egg yolk, oils, bacon, fat meats and fish— 
which also provide for vitamin A. Cheese adds 
calcium, and cod-liver oil furnishes vitamin D, neces- 
sary for calcium assimilation. Liver may be used 
occasionally. 

First Day 

Breakfast: 

1 lge. orange 

100 grams or % grapefruit 

150 grams or 34 cup 

Butter 10 grams or 1 square 

Bacon 20 grams or 2 slices 

eae eee 20 grams or % slice 

Oatmeal 80 grams or 4% cup cooked 


10% Fruit 
Cream 


Dinner: 
5% Vegetables 100 grams or 24 cup 
10% Vegetables 100 grams or % cup 
i 150 grams or 1 cup 
(plus butter 10 grams or 1 square 
Egg 
Bran Egg Muffins.... 1 
Cream 100 grams or % cup 
Butter 14 grams or 1% squares 


Supper: 
5% Vegetables 
10% Vegetables 
(Broth 
(plus butter 


100 grams or % cup 
100 grams or % cup 
150 grams or 1 cup 

10 grams or 1 square 


150 grams or 24 cup 
150 grains or 3% cup 
14 grams or 1% squares 
Carbohydrates 
Proteins 
Fats 


HOSPITAL 
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Second Day 
Breakfast: 

YZ grapefruit 
| er 90 grams or | orange 
Muffins 
Greatness) 5 tks S 150 grams or 34 cup 
Butter 10 grams or 1 square 
Bacon 20 grams or 2 slices 

80 grams or 4 cup cooked 

Dinner: 

5% Vegetables 

(Broth 

(plus butter 

Eggs 

Muffins 2 

Cream O grams or % cup 

Butter 5 grams or 1% square 
Supper: 


5% Vegetables 


100 grams or 7% cup 
150 grams or 1 cup 
10 grams or 1 square 


100 grams or 24 cup 
( Broth 150 grams or 1 cup 
(plus butter 10 grams or 1 square 
Muffins I 
Milk 150 grams or 34 cup 
i ers 150 grams or 34 cup 
Butter 10 grams or | square 
ern 
Proteins 
Fats 


Third Day 


Breakfast: 
Bran Egg Muffins.... 2 
Cream 100 grams or % cup 
Butter 17 grams or 1% squares 
a ee 20 grams or 3 slices 
Oatmeal 80 grams or % cup cooked 


Dinner: 
(Broth 
(Butter 
Eggs 
Muffins 2 
Cream 100 grams or 4 cup 
Butter 17 grams or 1% squares 


Supper: 

(RETOBE ID o5islens 3 eohcaciome 150 grams or 1 cup 
(plus butter 10 grams or 1 square 
Muffins Z 
Milk 150 grams or 3% cup 
Cream 100 grams or % cup 
Butter 18 grams or 2 squares 

Carbohydrates 

Proteins 

Fats 

Calories 


150 grams or 1 cup 
10 grams or 1 square 


Breakfast: 
Muffins 3 
100 grams or % cup 
100 grams or % cup 
24 grams or 2% squares 
20 grams or 3 slices 


Butter 
Bacon 
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Dinner: 
150 grams or 1 cup 
10 grams or 1 square 


(Broth 
(plus butter 
Eggs 


100 grams or % cup 
15 grams or 1% squares 


Cream 

Butter 
Supper: 

(Broth 150 grams or 1 cup 

(plus butter 10 grams or 1 square 

Muffins 3 

Milk 100 grams or 1% cup 

Cream 100 grams or %4 cup 

Butter ... 24 grams or 214 squares 

1 Dzerta may be added. 


Te ae 20 
Proteins 

Fats 

Calories 

The diet should be continued for at least three 
months before the ratio is varied. However, if no 
improv ement is shown within two months, it is almost 
certain that such a case will not be cured by continuing 
the diet. 

The ketogenic diet is often tiresome to patients. 
These suggestions offer variety, and may prove 
helpful : 

Green vegetable salads employing fruits and 
using mayonnaise or French dressing, lend a fresh 
note. 

Fresh yeast, yeast extract and wheat germs in- 
crease vitamin B. 

Use plain gelatin for making small portions of 
certain foods look larger. 

Use orange juice to check nausea. 

Gelatin salads with oil dressing add fat in a 
manner not so noticeable. 

Use desserts that employ cream. 


Other disadvantages of the ketogenic diet are the 
possibilities of gastro-intestinal upsets and the expense 
to the hospital of large quantities of dairy products 
and green vegetables and fruit. 

The exact nature of the relation of water balance 
to epileptic seizures is not known. McQuarrie’ thinks 
the best results are obtained with the patient on a diet 
on the borderline just above acidosis, with a rigid re- 
striction of water. 

At any rate the diet must take into account the 
water content of the foods used. McQuarrie believes 
the effectiveness of fasting and ketogenic diets is 
largely due to dehydration. 

Another interesting fact which may be mentioned in 
connection with this discussion is that Talbot? thinks 
the association of migraine with epilepsy is so frequent 
that they may have a common origin. If so, the 
method of treatment which combats one condition 
should be effective in the other, whether it be ketogenic 
diet, dehydration, or both. 

Barborka* found the ketogenic diet effective in the 
treatment of 50 patients with severe migraine, which 
seems to bear out Talbot’s contention. 
aos cQuarrie and Keith—Am. Jour. Diseases of Children, Aug., 
ai albot—Treatment of Epilepsy, MacMillan, 1930. 

* Barborka—Migraine, — of Treatment of Ketogenic Diet 
in 50 cases. Jour. Am. Med. Ass’n, Dec. 13, 1930. 


This and other special diets in future issues are by the 
courtesy of Mount Sinai Hospital, Philadelphia, Penna. 
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Fruit and Vegetable Classifications 
For the Ketogenic Diet 


The following classification of fresh vegetables and 
fruits, according to their carbohydrate content, is of 
assistance in planning the ketogenic diet: 


5% Carbohydrate 


Vegetables Tomatoes 
Lettuce Watercress 
Cucumbers Sea Kale 
Spinach Okra 

Asparagus Cauliflower 
Rhubarb Ege Plant 
Endive Summer Squash 
Marrow Cabbage 

Sorrel Radishes 
Sauerkraut Leeks 

Beet Greens Broccoli 
Dandelion Greens Fruits 

Greens Ripe Olives (20% fat) 
Swiss Chard Cantaloupe 
Celery Honey Dew 
Mushrooms 


10% Carbohydrate 


Vegetables Fruits 
String Beans Strawberries 
Pumpkin Lemons 
Rutabagas Cranberries 
Turnips Peaches 
Kohl-rabi Blackberries 
Squash Orange 
Beets Watermelon 
Carrots Grapefruit 
Onions Gooseberries 
Green Peas (canned or very 

young ) 

Brussel Sprouts 


15% Carbohydrate 


Vegetables Apples 
Green Peas Plums 
Jerusalem Artichokes Blueberries 
Parsnips Cherries 

Fruits Apricots 
Raspberries Huckleberries 
Currants Pineapple 
Pears 


20% Carbohydrate 


“egetables Lima Beans 
Shell Beans Hominy 
Potatoes Fruits 

Green Corn Bananas 
Boiled Rice Prunes 
Boiled Macaroni Grapes 


Savers... 


Use standard measuring cups to get a standa 
product. 
» « 


Melt butter into the milk you are warming for u 
in mashed potatoes. It avoids that film on the milk, 
and saves time and motion. 

» « 

Carrots should be cooked sliced lengthwise for 
variety, because it saves nutriments, saves time, ai: 
makes them more attractive. 

» « 

Chop beets in small cubes or thin slices to avo 
too much roughage. Beet cellulose never softens 
much as that in other vegetables. 
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WEDS PICS 


IN THE HOSPITAL MENU 


The pickle has a place of its own on hospital menus, 
says Miss Blanche M. Joseph, dietitian of Henrotin 
Hospital, Chicago, whose views are expressed in 


this article. Try some of the recipes she suggests. 





» » »® FOOD SCIENTISTS in the old days are 
said to have regarded pickle eating as a 
form of original sin. In that case, they 

would have been shocked to find the little pickle enter- 

ing the kitchen door of the modern hospital by spe- 
cial invitation. 

Of course, they could not have been expected to 
know that feeding the sick is not the only concern of 
the dietitian in today’s hospital. If it were, her daily 
labors would be as simply fixed as the stars—not so 
bright, perhaps, but just as certain. But she has 
scores of healthy appetites to cater to each day, and 
healthy appetites make pickle and condiment eaters 
out of the very best people. 

This does not mean that convalescents can’t some- 
times have pickles, provided there is no special reason 
why they shouldn’t and if they convince everyone that 
a bite of pickle is all they need to finish a meal. 

However, it is true that a little thing like a pickle 
has its own place on institutional menus and, being 
among those foods which have, like some people, what 
we call natural charm, it can figure just as importantly 
in the routine of hospital menu-planning as in the 
ood schemes of the restaurateur or the housewife. 


HOSPITAL 
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The pickle is apt to be neglected in our constant 
effort to get novel and unusual touches in the general 
hospital diet. Peter Piper did eat pickles a long time 
ago, that’s true! And we find they were a supreme 
if not exactly a new adjunct to hearty eating long 
before salads were invented Yet, it is true that most 
people relish pickles and today one is never amiss in 
using them in some form to enliven eating in the hos- 
pital dining room. 

Like many other things of its class—the olive, the 
pineapple, the radish, wisp of celery, pimento—there 
is just the touch of frivolity in its make-up needed to 
make it a good mingler as well as an appetizer. From 
the standpoint of daily menu-planning it does have an 
advantage at certain seasons over some of the best 
“charmers.” When other things are too expensive 
or hard to get—there’s the pickle, big, little, warted. or 
otherwise. 

There are lots of things you can do with them besides 
putting them on the table intact and many ways to make 
them serve for something else. Here are two ways the 
pickle flavor can really “do things” for fish: 


Baked Stuffed Fish 
Make a bread dressing using chopped parsley, celery, onion, 
butter, eggs. Fill either a red snapper or lake trout. Bake 
and serve with a Hollandaise sauce to which you add a gen- 
erous amount, of chopped dill pickle. 


Tuna Fish 
Steam one cup tuna fish. Make a thick white sauce and add 
to it three tablespoons chopped sweet gherkins and one-half 
(Continued on page 49) 
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GENERAL MANUS FOR OCTOBER 


Suitable for Staff, Personnel and 


Patients Not Requiring Special Diets 





Breakfast 


Dinner 


Supper 





Sliced Fresh Fruit Puffed Rice 
Eggplant and Bacon 


Tuesday, October 1 
Ham Loaf, Sauce 
Baked Squash Green Beans 


Celery 
Malted Milk Ice Cream 


Vegetable Broth Toasted Sandwich 
(Egg, Cheese and Tomato) 


Fresh Peaches, Custard Sauce 





Bran Flakes 


Orange Juice 
: Toast 


Soft Cooked Egg 


Wi a a 1y, oO tak 2 

Italian Minestrone 
Braised Liver Mashed Turnips 
Tomato and Lettuce 





Carrots 
Fresh Pears 


Clear Broth 
Mashed Potato 


Creamed Bacon 
Apple Pie 





Tomato Juice Oatmeal, Raisins 
Fried Oysters 


Thursday, October 3 
Lamb Chops Peas Escalloped Potatoes 
Pineapple and Orange Salad Caramel Pudding 


Cream Soup Vegetable Plate 
Baked Peach Custard 





Dutch Apple Cake 
Creamed Eggs on Toast 


Friday, October 4 
Baked Fish Tomato Sauce 
3aked Potato Buttered Spinach 
Fresh Plums 


Toas 
Cocoa 


Asparagus in Orange Cream 
Deviled Eggs Lettuce 





Grape Fruit Meat Balls, Gravy 
Muffins, Apple Butter 


Saturday, October 5 
Omelet Jelly 
Combination Salad 


Peas 
Grapes 


Casserole of Macaro: 
Baked Apple 


Potato Soup 





Sliced Oranges 


French Toast Syrup 


Sunday, October 6 
Veal Roast Mashed Potatoes 
Creamed Carrots 
Vegetable Salad in Mint Jelly 
Pineapple Sherbet 


Soft Cooked Eggs 
Banana, Cabbage, and Nut Salad 
Cheese Wafers Cocoa 





Poached Egg 
Toast 


Tomato Juice 
Bacon 


Monday, October 7 
Spaghetti, Tomato Sauce 
Shredded Cabbage and Carrot Salad 
Hard Rolls Prune Whip, Custard Sauce 


Potato Cakes 
Fruit Drink 


Fricassé of Veal 
Lettuce Salad 





Hominy 
Toast 


Orange Juice 
Bacon 


Tuesday, October 8 
Mixed Vegetable Fritters 
Fish or Egg Salad 
Sliced Tomatces Stewed Plums 


Assorted Sandwiches 
Cocoa 


Hot Soup 
Fruit 





Corn Flakes 
Jam 


Sliced Peaches 
Muffins 


Wednesday, October 9 
Meat Loaf Creamed Potatoes 
Sauted Parsnips Buttered Beets 
Oranges and Bananas in Custard Sauce 


Clear Soup Stuffed Tomato 
Blanc Mange 





Wheatena 
Toast 


Fresh Apple Sauce 
Scrambled Egg 


Thursday, October 10 
Meat Loaf with Tomato Sauce 
Glazed Sweet Potato Creamed Cauliflower 
Cole Slaw Chocolate Soufflé 


Cheese Toast 
with Grilled Tomato 
Fresh Fruit 





Grape Fruit Juice 


Blueberry Griddle Cakes Syrup 


Friday, October 11 
Creamed Tuna Fish Boiled Rice 
Buttered Spinach Banana Fritters 


Waldorf Salad 
Sponge Cake 


Oyster Stew 
Cocoa 





Stewed Apricots Cornmeal Mush 
Cream, Sugar 


Saturday, October 12 
Vegetable Soup Baked Beans, Brown Bread 
Slice of Ham Baked Apple, Cream 


Cheese Wafers 
Cocos 


Fruit Salad 
Baked Potato with Bacon 





Diced Grape Fruit 
Fried Mush Syrup 


Sunday, October 13 
Fruit Soup Lamb Roast, Mashed Potatoes 
Peas Mint Jelly Lettuce Salad 
Banana, Orange, Ice Cream Cake 


Potato Pancakes 
*Junket Charlotte (Uses leftover cak« 


Buttered Spinac 





Sliced Oranges 
Oatmeal Cream, Sugar 


Monday, October 14 
Cream of Pea Soup 
Beef Roast, Browned Potatoes 
Escalloped Tomatoes Cole: Slaw 
Lemon Rice Pudding 


Cottage Cheese Salad : 
Nut Bread Fresh Fruit 
Cocoa 





Fresh Sliced Peaches 
Toast Cocoa 


Rice 


Tuesday, October 15 
Pork Roast, Escalloped Potatoes 
Buttered Cabbage Tomato Salad Apple Snow 


Vegetable Salad 
Lime Ice 


Potato Soup 
Crackers 
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_but WASTE from out-dated 
equipment goes on unheeded 


It’s easy to spot wastes before your eyes—but it’s hard 
to nail the wastes that work under cover. That’s why 
a lot of ranges which have been around for years are 
allowed to go on eating up profits. 

Actual figures prove beyond doubt that Vulcan Heat 
Control and Vulcan Oven Insulation make substantial 
differences in cooking costs. Actual experiences prove 
that Vulcan installations also bring better working con- 
ditions—produce better flavored foods—keep kitchens 
cooler—sharply reduce food shrinkage. 

Such outstanding establishments as the Broadmoor, 
Colorado Springs . . . Hotel Roosevelt, Pittsburgh .. . 
The Pontiac, Oswego . . . Copley Plaza, Washington, 
D. C. have demonstrated this unmistakably. Savings 
in fuel have run as high as 42%! 


VULCAN COST-CUTTING GAS 


EQUIPMENT FOR EVERY COOKING NEED : : . e a4 


FIND OUT WHAT IS GOING ON 
IN YOUR KITCHEN 

Send this coupon for cost-cutting facts that 
will lead to big economies. 


STANDARD GAS EQUIPMENT CORPORATION 
18 East 41st Street @© New York, N. Y. 





NAME 





ADDRESS 





GENERAL MENUS FOR OCTOBER ... 


Continued 


Apple Sauce 
Creamed Dried Beef on Toast 








Wednesday, October 16 
Rice and Meat Casserole Green Beans Corn Soufflé Tomato Sauce 
Pear Salad Chocolate Pudding Celery Fresh Grapes 





Fresh Pears Hominy Grits 
Sausage 


Thursday, October 17 
Tomato Cream Soup’ Spinach Soufflé, Bacon Stuffed Pepper Baked Potato 
Cabbage and Banana Salad Broiled Bacon Whole Raw Apple 
Sliced Pineapple Cheese Wafers 





Tomato Juice 
Poached Egg on Toast 


Friday, October 18 
3aked Fish, Buttered Peas Large Fruit Salad 
Potatoes, in Orange Cream Sauce Cinnamon Toast Cocoa 
Lettuce and Celery Salad Lemon Tart 





Orange Juice Farina 
Ham with Gravy 


Saturday, October 19 
Macaroni and Cheese Buttered Carrots Hot Consommé Stuffed Baked Tom to 
Grape Fruit Salad Baked Apple, with Raisins Broiled Bacon Baked Custar 





Fruit Cup Calf’s Brains 
Toast 


Sunday, October 20 
Roast Chicken Mashed Potatoes Green Peas Cream of Chicken and Celery Sou 
Orange and Celery in Lettuce Chocolate Plantation Pudding 
Ice Cream, Cake 





Orange Juice 
Wheatena, Raisins 


Monday, October 21 
Corned Beef, Boiled Potatoes Spanish Omelet 
Creamed or Fried Cabbage Cole Slaw Fruit Salad 
Escalloped Tomatoes Spiced Pear Gelatin 





Tomato Juice 
3acon Toast 


Tuesday, October 22 
Spaghetti with Sauce Stuffed Onion Corned Beef Hash Poached Eg 
Celery Fresh Fruit Pistachio Sponge with Custard Sauce 





Apple Sauce 
Scrambled Egg Toast 


Wednesday, October 23 
Braised Liver, Bacon Creamed Celery Corn Fritters 
Stewed Tomatoes Relish Apple Tart, Cheese Syrup Bacon 





Prunes in Orange Juice 
Oatmeal 


Thursday, October 24 
Escalloped Salmon Parsley Potatoes Potato Salad Frankforts 
Green Pepper Stuffed with Peas Cocoa Fruit 
Orange Salad Bread Pudding 





Fresh Fruit Corn Flakes 
Chocolate Milk 


Friday, October 25 
Cheese Soufflé Jelly or Mushroom Sauce Oyster Stew 
Cole Slaw Apple, Grape Fruit and Nut Sala: 


Bananas and Oranges in Own Juice Ginger Bread 





Soft Cooked Egg Bacon Strips 
Corn Bread Jam 


Saturday, October 26 
Stuffed Beef Heart Creole Celery Egg Plant and Tomato Sandwich 
Baked Potato Apricot Whip Buttered Toast Fresh Fruit 





Tomato Juice 
Waffles Syrup 


Sunday, October 27 
Baked Ham, Candied Sweet Potato Hot Soup Baked Eggs 
Creamed Cauliflower Green Beans Lemon Junket 
Currant Jelly Lettuce Ice Cream, Cake 





Pineapple Juice Fried Egg Plant 
Broiled Bacon Grilled Tomato 


Monday, October 28 
Baked Lima Beans, Ham Hot Soup Stuffed Potato 
Baked Potato Cole Slaw Cheese Sauce Bacon Stri{ 
Sliced Oranges with Powdered Sugar and Peach Betty 
Cocoanut 





Fruit Scrambled Egg and Bacon 
Corn Bread, Jelly 


Tuesday, October 29 
Braised Liver, Parsley Potatoes Hot Soup Fruit Plate 
Creamed Onion Lettuce Salad Lemon Snow Applesauce Cake 





Fresh Sliced Pears Poached Egg 
Cottage Potatoes 


Wednesday, October 30 
Ground Beet and Rice Balls with Tomato Hot Soup Stuffed Pepper 
and Okra Sauce Lemon Cream Rice 
Apple, Celery, Nut Salad with Whipped Cream 
Wafers 





Sliced Oranges Grapenuts 
Fried Oysters 


Thursday, October 31 
Cheese and Vegetable Casserole Hot Soup Bacon and Eggs 
Lettuce Salad Stewed Apricots Baked Pears, Sauce 


HOSPITAL MANAGEMENT’S DIETARY AND FOOD SERVICE DEPARTMENT 


HOSPITAL MANAGEMENT, September, 1935 





The Pickle... 
(Continued from page 45) 





teaspoon Worcestershire sauce. Arrange tuna on toast and 
co\er with sauce. Garnish with pickle and parsley. 

Pickles can be a part of the salad, too. These are 
some unusually pretty ones which can be used on holi- 
days to give the table an extra touch: 


Confetti Cole Slaw 
Shred red and white cabbage. Cut sweet pickles and pimen- 
to into long, thin slices and add to cabbage. Marinate with 
French dressing and serve on hearts of lettuce. 


Easter Eggs 

Peel hard cooked eggs and let stand in beet juice about three 
days. Cut in half. Remove yolks and make a paste with 
chopped pickles or pickle relish and mayonnaise. Stuff eggs 
and top each with a tiny bur gherkin. Serve on shredded let- 
tuce. 

Shamrock Salad 

Stuff green peppers with a mixture of seasoned cottage 
cheese, chopped parsley, and sweet pickle relish. Tie a cord 
around them and chill thoroughly. Slice and serve on lettuce. 


Midget Tomato Salad 

Blanch, peel, and chill small round tomatoes. Fill each with 
a mixture of one tablespoon horseradish, one tablespoon 
chopped pickle, two tablespoons chopped nut meats, mayon- 
naise to moisten. Stick a curved sweet midget pickle in the 
top to give appearance of a whole tomato with stem. Serve 
in lettuce cup. 

Macedoine Salad 

Combine one cup shredded celery, four sliced cooked young 
artichokes, one-half tablespoon minced chives, and one-half cup 
chopped pickles. Toss with French dressing and serve on let- 
tuce. 

Most people expect to find pickles either on the 
table or on the plate when sandwiches are served. 
And there are many occasions in the hospital when a 
good sandwich will fill the bill and pickles are always 
in order. 

Deviled Ham 

Make one layer of plain bread and butter. Fill the other 
with a mixture of minced celery, deviled ham, and mayonnaise. 
Serve with generous amount of bread and butter pickles, or 
the little gherkins. 

Hot Pickle Giblet 

To rich chicken gravy add enough chopped sweet or dill 
pickle to distribute well. Cut two slices of white bread one- 
fourth inch thick and lay on chicken slices. Cover with gravy 
and serve with little sweet pickles and cranberry jelly. This 
would be good with pork or veal. 


» « 


Uses for Salt... 


» To beat egg white quicker, add a pinch of salt. 

» Salt added to the water in the outer boiler will hasten 
the cooking process of anything in the double boiler. 

» Salt added to cooked apples makes them tender and 
gives a better flavor. 

» Olive oil taken with a pinch of salt is tasteless. 

» A little salt on parsley makes it chop easier and 
finer. 

» If a boiling egg cracks, add salt at once to keep it 
trom running out in the water. 


HOSPITAL MANAGEMENT, September, 1935 





SYRACUSE CHINA 


... More Attractive 
. - « Costs Less per Year 


Syracuse China is recognized as the standard of qual- 
ity in the institutional-ware field. It is the strongest, 
most durable china made—lasts longer—costs less 
per year. The colors, under a hard glaze, are as 
bright as overglaze colors, but they cannot fade or 
wear off. Many attractive patterns in stock for im- 
mediate delivery, or we can design any special pattern 
for you. Three smart body tones—White, Old Ivery 
and Adobe. Many attractive shapes. Ask your supply 
house, or write for complete information. 


A PRODUCT OF 


ONONDAGA POTTERY COMPANY 


SYRACUSE, NEW YORK 

















NEW YORK: 551 Fifth Ave. CHICAGO: 58 E. Washington St. 





MANY 


re. PALATABLE AND 
[ Rice | ECONOMICAL 


OR RICE 


RECIPES 


ARE INCLUDED IN THIS BOOK 
PREPARED FOR 


HOSPITAL DIETITIANS 
AND STEWARDS 


The use of Rice on the Hospital Menu is grow- 
ing—and a booklet bearing this title is helping 
to speed that growth! Written by Millie E. 
Kalsem, Director of the Dietary Department 
of the Cook County School of Nursing, Cook 
County Hospital, Chicago, it presents new, yet 
fully-tested, ideas, recipes and suggestions for 
the use of Rice. Digestibility, palatability, va- 
riety, economy—these are only a few of Rice’s 
many advantages in hospital use. Mail coupon 
for your free copy of this valuable book. 


coonn-- Intl -- 


Home Economics Department, 
MAIL COUPON 


SouTHERN Rice INpustry, New Orleans, La. 


94 PAGES 


WRITTEN OUT 
OF THE 
EXPERIENCE OF 
A WELL-KNOWN 


HOSPITAL 
DIETITIAN 


Please send free copy of your new book, 
“The Use of Rice on the Hospital Menu.” 


Name. 
Address. 
City State 


Position. 





Hospital 

















» Sprinkle salt in a pan before adding fat to keep it 
from splashing when frying meat. 

» Salt in the oven under baking tins prevents scorch- 
ing. 

» Pudding cools quicker if placed in a dish of cold 
water to which salt has been added. 

» Eggy dishes wash quicker if salt is put on them. 

» Salt on a scrubbing brush removes grease quickly 
from a hot stove. 

» Salt on the fingers when cleaning fowl will keep it 
from slipping. 

» A little salt added to apple sauce will keep it from 
splashing while cooking. 

» Use lemon juice with salt for dressing on vegetable 
salads, in reducing diets. 


» « 


Handy Table of Equivalent 
Weights and Measures 


1 cup = 8 liquid ounces = 
2 cups = 1 pint, and also = 


4 pound 

1 pound 

is Patera 2 gallons 
1 ounce 

1 ounce 

1 ounce 

1 pound 

1 pound 

1 pound 

1 pound 

: 1 ounce 
.14 ounces 
1 pound 

1 pound 

1 pound 


8 quarts = 1 peck, and also 

434 teaspoonsful salt = 

34% teaspoons cornstarch = 

2% teaspoons soda = 

2% cups granulated sugar = 

3 cups brown sugar 

1% cups molasses 

4 cups sifted family flour = 

4 teaspoons sifted family flour = 

4 cups sifted cake flour = 

3% cups graham flour 

2 cups of rice 

3 cups cornmeal = 

1 quart strawberries = 

34 cups whole or 2 cups mashed 

1 pound 
1 pound 
1 pound 
1 pound 

1 cup cooked pulp 
1 ounce 
1 ounce 
1 pound 

1 ounce chocolate 


2% cups currants = 
2% cups raisins = 

2 cups pitted dates = 

3 cups figs chopped = 
1 cup dried fruit = 

1 square bitter chocolate = 
34 teaspoonsful grated chocolate 
4 cups cocoa = 

2 teaspoonsful cocoa 

2 cups butter or oil = 
2 teaspoonsful butter 

4 cups grated cheese 
10 whole eggs 

i8 egg whites ; 

24 egg yolks 

2 cups chopped meat = 
5 pounds chicken 

Y%4 pound meat = 

3 pounds spinach 

1%% quarts beans 

6 pounds beans 

15 pounds potatoes = 


1 pound 
1 pint 
1 pint 


1 pound 


41% cups diced 
1 serving 
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Downward Food Trend Continued 
By Food Prices For July 


» » Average food prices paid by institutions during 
July were 1.51 per cent lower than in June; but re- 
mained 6.71 per cent higher than comparative prices 
one year ago. The Grinstead Food Price Index for 
July shows the third consecutive decrease—totalling 
5.29 per cent lower than the April Index. All! items, 
excepting staples, are lower. Average meat prices 
declined in July for the first time this year. The per- 
centages of expenditures last month showed greater 
consumption of fresh fruits, salads, and vegetables, 
due to hot weather influence on diet, more favorable 
prices, and plentiful markets. 

The Grinstead Food Price Index is based on cur 
rent prices paid by a selected list of institutions 
purveyors. The index comprises prices actually pai 
for eighty-five articles of food. The index is weight«: 
according to the proportion of different foods us« 
each month. This changes with the current fluctu:- 
tions in consumption. 

The table shows the average changes in July fro» 
the preceding month, and from July, 1934, in pe 
centages ; and the proportion of the main food grouj)s 
purchased last month, in percentages of expenditures. 


Evaluating the weighted averages of hotel food 
prices in January, 1934, at 100, the course of price 
changes during the last year has been as follows: 

January, 1934 100.00 
August, 1934 105.39 
September 109.73 
October 

November 

December 

| a es a eee ee 
February 

March 





GRINSTEAD FOOD PRICE INDEX 


Prices paid in July, 1935, compared to: 


June, 1935 July, 1934 Percentages of 

Per cent Percent Expenditures 
+ 9.91 23.50 
Poultry : 1593 11.74 
Fish i +15.04 8.01 
Vegetables —16.11 7.34 
SAN BUS saree ocsects ire ’ + 457 4.82 
Fruits : —24.48 7.01 
Dairy A +12.16 23.50 
Miscellaneous + 6.04 14.08 


Change on total 
(weighted) 3 6.71 100.00 











Keep track of price changes by watching this Index, which 
appears every month exclusively in HOSPITAL MANAGEMEN’”. 
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Edited by Edna K. Huffman 


President, Association of Record Librarians of North America 


THE AIMS AND PURPOSES OF THE ASSOCIATION 
OF RECORD LIBRARIANS OF NORTH AMERICA 


» » » THE ASSOCIATION of Record Libra- 
rians of North America, while one of the 
most recent organizations added to the 

group comprised of workers in medical and _ allied 
fields, is numbered among the most progressive, and 
is a direct result of the evolutionary trend which fol- 
lowed the hospital standardization program entered 
upon by the American College of Surgeons in 1918. 
After two years’ intensive investigation of the hospi- 
tals of the United States and Canada, the American 
College of Surgeons inaugurated a movement known 
as Hospital Standardization, and adopted as one of its 
minimum standard requirements, * that accu- 
rate and complete case records be written for all pa- 
tients, and filed in an accessible manner in the hos- 
pital.” 

Although even at that time some of the larger hos- 
pitals of the East had workers known as file clerks, or 
record clerks, this movement focused especial attention 
on the record departments, and hospitals generally 
came to realize that it would be necessary for them to 
fulfill this requirement if they were to secure “ap- 
proval,” hence a new worker was eventually brought 
into the hospitals to act as custodian of these records, 
a worker later to be known as a medical records libra- 
rian. 

Two years prior to the inauguration of this move- 
ment a “Club of Record Clerks” (the first known or- 
ganized group) had been formed in Boston under the 
leadership of Mrs. Grace Whiting Myers, then record 
librarian of Massachusetts General Hospital, now 
librarian emeritus of that institution, Honorary Presi- 
dent of our Association, and our “Fairy Godmother” ; 
one to whom all medical records librarians !ook for in- 
spiration and guidance. This early group consisted of 
five Boston record librarians, from hospitals using the 
same classification of disease, who were intensely in- 
terested in their work, and who met to discuss the 
common problems which arose daily in their work. 
Mrs. Myers served as the first president of this group, 
and Miss Florence Babcock, now medical records libra- 
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rian at University Hospital, Ann Arbor, Michigan, as 
the first secretary-treasurer. 

It is very interesting to note that these women, the 
first officers of this pioneer record librarians group, 
were also the first president and treasurer of the Asso- 
ciation of Record Librarians of North America. At 
one of the meetings of this “Club of Record Clerks,” 
Mrs. Myers remarked, “I think we have started a big 
movement; there is no telling how far this will spread.” 
I wonder if she could possibly have visualized that the 
movement would spread over the entire United States 
and Canada, the Hawaiian Islands, and even to far-off 
Jerusalem ? 

Knowing of the work of this pioneer group in Bos- 
ton, and heartily in sympathy with the lone workers 
scattered out over our great continent, who were indi- 
vidually trying to help fulfill this new minimum stand- 
ard requirement in their own hospitals, and who had 
no one in their own vicinity or many times even in 
their own state with whom they could discuss their 
problems, Dr. Malcolm T. MacEachern, Director of 
Hospital Activities of the American College of Sur- 
geons, sent out an invitation to all working in medical 
record departments in the hospitals of the United 
States and Canada, to attend a round-table discussion 
in case records to be held during the Clinical Congress 
of the American College of Surgeons in Boston, in 
1928. 

It was during the last meeting of this session that 
the late Mathew O. Foley (one of our most earnest 
supporters, and later an honorary member of our Asso- 
ciation) made a motion to form a country-wide asso- 
ciation of record librarians, and so the Association of 
Record Librarians of North America was spontane- 
ously organized at that time, with a nucleus of thirty- 
five charter members. 

Many times the question is asked, “Why did you 
adopt such a long and complicated name?” This sub- 
ject was thoroughly discussed before the adoption of 
our present name, and it was due to the fact that our 
Canadian members expressed a desire for the adoption 
of a name which would also include their country, that 
the present title was finally decided upon. 

One of the main objects of medical and allied groups 
is that they shall play their part in the hospital field 
with efficiency and in a spirit of cooperation; there- 
fore it is but natural that this new organization would 
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strive toward the fulfillment of the minimum standard 
as it applied to the medical records department, and so 
the object of our Association as embodied in our Con- 
stitution and By-Laws is: “To elevate the standard of 
clinical records in hospitals, dispensaries or other dis- 
tinctly medical institutions; to serve as a means of 
inter-communication among record librarians; and to 
encourage the training of record librarians to the end 
that they may render intelligent service in that capac- 
ity, and thus assist in the promotion of efficiency in 
hospitals, dispensaries, or other distinctly medica! in- 
stitutions.” 

Membership in a professional organization brings a 
desirable professional status and prestige, and unless 
strict standards are established for membership and 
these standards adhered to, the organizers of our 
Association realized that our object would be defeated, 
and so our By-Laws outline the following classes of 
membership : 


Active: “Any person may be admitted to Active 
Membership who has been a _ record-librarian-in- 
chief in any approved hospital of North America 
for a period of not less than two years, or who is 
actively engaged in field work.” 


Junior: “Any person may be admitted to Junior 
Membership who has given satisfaction as a rec- 
ord librarian, or clerk in any approved hospital 
of North America for a period of not less than 
one year, such person becoming eligible for Active 
Membership at the end of two years’ continuous 
service. Junior Members shall have the rights 
and privileges of the Association except that they 
shall not be entitled to hold office or vote.” 


Associate: “Any person may be admitted to Asso- 
ciate Membership who is interested in the objects 
for which this Association was organized, and 
who will aid this Association through personal in- 
fluence. Associate Members shall have the rights 
and privileges of the Association except that they 
shall not be entitled to hold office or vote.” 


The pioneers in this new profession, most of whom 
had been trained in the “school of hard knocks,” or 
by the apprenticeship method, realized the necessity 
of the correlation of theory with practice, if we were 
to keep step with the ever-changing demands made 
upon the record department, and so after several years 
of comprehensive study by the Committee on the Train- 
ing of Medical Records Librarians, Rules and Regula- 
tions for the Training of Medical Records Librarians 
were formulated and definite standards established. 
This committee is composed of a representative of the 
American College of Surgeons, the American Hospital 
Association, the American Medical Association, and 
three members of our own group. Thus the leading 
organizations of the hospital and medical field are co- 
operating toward the end that we may train workers 
who will maintain a high standard of competence. 


The applicants to all approved training schools must 
be graduates of approved high schools with preference 
being given those having some college credits or their 
equivalent; they must have a proficiency in typing and 
shorthand, be able to present a certificate of good 
health from a reputable physician, and be at least 
21 years of age. 

The hospitals giving these approved courses must 
be accredited by the American College of Surgeons, 
the American Hospital Association, and the American 
Medical Association. They must have an accredited 
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school of nursing, accredited interne service, and an 
out-patient and social service department. 


The course offered must be of not less than six 
months’ duration, while some hospitals are offering 
courses of from nine months to one year in length. 
The theoretical work required includes anatomy, the- 
ory of record keeping, medical terminology, and medi- 
cal ethics. The practical work includes checking and 
assembling of case records; making of various types 
of summaries; various methods of filing; indexing of 
case records according to disease, operation, and physi- 
cian according to the various systems in use; medical 
statistics, daily, monthly and annual; history taking 
both theoretical and practical; the various types of in- 
dexing used in operating pavilions, out-patient depart- 
ments and social service departments ; reporting opera- 
tions and autopsies from dictation; routine of admit- 
ting office; visits to various specialty hospitals, ou 
patient departments, charity organizations, and doc 
tors’ offices to familiarize the students with the inci 
vidual problems of such places as compared with t! 
general hospital. 


3ecause this new hospital worker is becoming i: 
creasingly more essential in the hospital routine, ai 
because the scope of her duties and relations are being 
constantly broadened so that she plays a very impo 
tant role in the hospital organization, care must be e 
ercised in the selection of students, taking only tho 
who possess the necessary qualifications and a natur 
talent for development into a personality who will | 
able to coordinate her department with the other cd 
partments of the hospita! and integrate the record sy- 
tem of her entire institution into an efficient unit. 


She must have a good appearance and a pleasing 
] 


personality. She must develop into a diplomat, an 
one who will be ever watchful and considerate if she 
is to obtain the maximum of cooperation from thie 
management and medical staff. She must learn to co- 
operate with any department or committee desiring the 
assistance of her specialized knowledge. She. must 
learn to be reliable, dependable, honest and accurate to 
the nth degree. She must be ever willing to learn, he 
alert and progressive. She must learn to maintain the 
respect of subordinates and create a spirit of coopera- 
tion and willingness in her department without assun- 
ing a dictatorial attitude, and she must also learn to 
play her part in establishing an understanding relation- 
ship between the medical records department an‘ 
every other department of the hospital. 


Good records of a hospital du not just happen. ! 
every hospital, there must be an organized, wel 
directed, persistent effort if satisfactory results are ( 
be assured. The production of a good record is t! 
result of the coordinated effort of the patient, atten: - 
ing physician, consultant, interne, pathologist, roen 
genologist, anesthetist, physical therapist, nurse, soci’! 
worker and dietitian, and this all coordinated into 
whole by the medical records librarian. Is it any wo1- 
der then that the medical records librarian must po-- 
sess unusual qualifications, and that great care mu-' 
be exercised in the selection of our students? 


From this brief resume of the training standar« 
and qualifications necessary for a successful recor | 
librarian, it can be readily understood why it is prac- 
tically impossible for a student to obtain a thoroug | 
working knowledge of the detail necessary in si 
months, hence the gradual transition being made i 
favor of the nine months to a year courses. This als 
explains the necessity for the rigid requirements s« 
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forth for all instructresses for approved training 
courses. 

Registration is another logical step that has been 
taken in raising the standards of our profession, thus 
giving a professional status to the medical records 
librarian. The requirements as set forth by the Board 
of Registry are as follows: 


“|. The candidate shall be of the full age of 21 
years, ethical, and of good moral character. 


The candidate shall be a graduate of a school 
for record librarians approved by the Association 
of Record Librarians of North America, or, 


She shall have had a preliminary education 
equivalent to at least a full course in a recog- 
nized high school, and shall have acted in the ca- 
pacity of record librarian-in-chief in a hospital 
approved by the American College of Surgeons 
for a period of not less than 2 out of the last 
5 years. (This provision has been made espe- 
cially for the workers trained in the “school of 
experience” prior to the establishment of ap- 
proved training schools in 1934.) 


Any record librarian who is unable to qualify 
under clauses 2 and 3 of this section may sub- 
mit her application for registration, which appli- 
cant shall state in detail the qualifications of the 
applicant as well as her experience and training 
during the last 5 years. The Board of Regis- 
tration shall make a thorough investigation and 
shall have the power to register such applicant 
provided it is satisfied that such registration ful- 
fills the purposes of the registry as herein set 
forth.” 


Thus every effort has been made by the Executive 
Committee of our Association so that no discrimina- 
tion will be made against the pioneers in this work, 
while these very pioneers are themselves putting forth 
every effort to elevate our standards for the future. 

Prospective students should ascertain whether the 
schoo! in which they wish to train is an approved 
school, so that they may be assured that they will meet 
the requirements of registration upon completion of 


their course. The American College of Surgeons at 
present recommends that only registered record libra- 
rians be retained in positions as heads of departments, 
and this is very soon to be not merely a recommenda- 
tion but a requirement. Thus when that ruling goes 
into effect all students trained in unapproved training 
centers after the adoption of the Curriculum in 1934 
will be unable to hold positions as heads of depart- 
ments in approved hospitals. 

In order that each and every one of us may do our 
part in maintaining the minimum standard as it applies 
to the medical records department, every member of 
our Association pledges allegiance to our profession as 
follows: 

“Recognizing that the Association of Record Libra- 
rians of North America seeks to develop and enforce 
the highest standards of work among its members, | 
pledge myself, as a condition of membership, to con- 
duct myself in accordance with all its principles and 
regulations. 

In particular I pledge myself to pursue the practice 
of my profession in a spirit of unselfishness, and of 
loyalty to the Association and to the Institution which 
I am called upon to serve; to bear always in mind a 
keen realization of my responsibility; to seek con- 
stantly a wider knowledge of my profession through 
serious study, through instruction by competent ap- 
proved teachers, through interchange of opinion among 
associates, and by attendance at meetings of this and 
allied associations, to regard scrupulously, the inter- 
ests and rights of my fellow members, and to seek 
counsel among them when in doubt of my own judg- 
ment. 

Moreover, I pledge myself to give out no informa- 
tion concerning a patient from any clinical record 
placed in my charge, or from any other source, to any 
person whatsoever, except upon order from the Chief 
Executive Officer of the Institution which I may be 
serving; and to avoid all commercialization of my 
work, 

Finally, I pledge myself to co-operate in advancing 
and extending by every lawful means within my 
power, the influence of the Association oF RECORD 
LIBRARIANS OF NorTH AMERICA.” 


ORGANIZING A HOSPITAL RECORD DEPARTMENT 


By ANNA SCHULZE, R.R.L. 


Pennsylvania Hospital, Philadelphia, Pa. 


» » » IT IS TAKEN more or less for granted 
that every general hospital of 100 beds or 
over has a fairly well established record 

department. But let us suppose that you are offered 

a position in such a hospital provided you can organize 

a record department, install a record system and when 

completed, to administer the department. How would 

you begin? It looks like a tremendous task but you 
need not be alarmed if you know what a well organ- 
ized record department should be. 

irst of all, if it is not a new hospital, the question 

w:!l arise, ‘‘What shall be done with the old case rec- 

orls? Shall they be considered as a closed book, or 

shall they be included in the new system, reclassifying, 
renumbering, refiling, etc.” The thought of going 
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back and putting your old work in order before taking 
on the new is very commendable and one to which 
most staff executives are inclined. What these people 
fail to realize however is that while valuable time is 
being spent bringing old records to some sort of order 
new records are crying for attention. My feeling is 
that while working on the new records, deficiencies 
can be noted and corrected as you go along, thereby 
bringing up the tone of the record work in particular 
and the tone of the hospital in general. Well kept 
records exert an influence not only on your own but 
on similar institutions in your locality. 

So, in many cases it would seem better to begin the 
new system with the records of those patients who are 
in the hospital on that date. The date of installation 
of the new system should coincide with the fiscal year, 
a point which is usually decided before the actual 
work is begun. Then, while the business of organizing 
goes forward, just forget about the old records. They 
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will remain where they are, as they are, until you are 
ready for them. 

If the hospital in question had no definite plan of 
operation, merely stating that such and such a system 
had been chosen, and having been up to that time 
without a record department, you would have to build 
up your own methods of operation. You know that 
cer‘ain fundamentals are required in any hospital! un- 
der any system. The admission of patients to the rec- 
ord clerk means: 


Admission Card 
Patients’ Register 
Pulling Previous Record 


This would seem to be the minimum of work for the 
record department on the admission of a patient. So 
much the better. It will be much easier to build up 
your routine if you do not first have to weed out a lot 
of cumbersome detail work which may have been pre- 
viously instituted for no apparent good reason. 

Having disposed of the previous days’ admissions 
(Record room work is usually a day late, except in 
large hospitals where 24-hour service is maintained), 
you will take up the discharges, which means 


Case Record 

Patient’s Register 
(Completion of original entry) 
Cross Index of Diseases 
Permanent File 


Here again we have a mere outline of what may be 
required of a record room. 


It is well to keep your working plan as simple as 
possible, and before introducing a new bit of routine, 
ask yourself if it will benefit your own or another de- 
partment. If it will—all right, but remember that 
every bit of unnecessary work that you do or allow to 
be done, lowers the efficiency of your department and 
slows up the work that must be done. 


You will soon find that having added a bit of rou- 
tine at one point to facilitate the work of the nursing 
department or another bit for the benefit of the credit 
department you have expanded the original plan until 
it has grown quite complex, and it will become even 
more so as you meet the growing demands of other 
departments and other hospitals. 


When the business of organizing its stil! in its early 
stages, just after you have established a simple rou- 
tine, is the best time to decide what to do with those 
old records. Availability is the word to keep in mind. 
If the records are not available both by name and 
diagnosis, they are worse than useless, since they take 
up valuable space. Therefore, they must be in order, 
numerical, alphabetical or any other order that wil! in- 
sure their being found when needed. If they are in 
numerical order a name index is necessary. This 
should be perpetual since a year to year index may 
necessitate looking through ten years before finding 
the desired case. 

No matter what type of name index you use, only 
put enough information on each card to enable you to 
locate the record. The less information you put on 
each card, the more cards you will be able to finish in 
a given time. If there is no diagnostic index, the 
disease may be included on the name cards, and the 
disease index later compiled from them. This would 
eliminate handling all the histories again. Or, name 
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and diagnosis cards could be made out at the one time, 
which would mean setting up two different indices at 
the same time and might be confusing. 


It is well to remember that the volume of current 
work will always be increasing, and for this reason, 
work on the o!d records should proceed backwards, so 
that should you have to abandon it for a time, there 
will be no gap and it will be much easier to resume 
when you have a little spare time. 


I have had the experience of starting a new system 
on a given date, but have also had to go back in an- 
other instance, five years, renumbering and refiling old 
records, as a basis for the new system. I have also 
known the disappointment of having vainly tried to 
include back records in a new system, but the mos 
stimulating task I have had was that of building uj) 
working plan for a selected record system, with 
subsequent administration. I would urge every r 
ord librarian who has the opportunity to do this. 


Don’t think of the million things you will eventua 
have to do, but just remember the outline for adn 
sions and discharges as I have given it. 

Statistics are to most of us the prize nuisance | 
they must be compiled and the logical place for t! 
work is the record room. Let your statistics gr 
with the department. Don’t copy statistics kept 
other hospitals in your locality. When your own 
stitution becomes conscious of its record departme 
you will be asked to furnish information to your 


Superintendent, 
Medical Director, 
Chief of Staff, 


Directress of Nurses 


and many others within your organization. The 
formation requested by various departments should | 
your guide as to the type of statistics you will have t 
keep. If you are able to answer all questions of t! 
type which may be put to you, you may be sure j 
are keeping adequate statistics. 


About the San Francisco Conference 


» » The seventh annual conference of the Associ: 
tion of Record Librarians of North America will 
held in San Francisco, California, October 28 to N\ 
vember 1, 1935. Headquarters will be at Hotel 
Francis. 


There is to be one joint meeting with the Americ: 
College of Surgeons, at which time there will b: 
symposium on Securing, Supervising and Using Me:i 
cal Records. There is also to be a joint demonstrat 
and round table conference with the American ( 
lege of Surgeons, at University Hospital, on Organi: 
tion and Management of the Medical Records Depa 
ment. Notables of the hospital field who are to spc ik 
on the Program include the following: Dr. Malcom 
T. MacEachern, Mr. Robert Jolly, Dr. R. C. Buerk 
and Dr. B. W. Black. 


Recreational activities are being taken care of, 
well. One afternoon is to be given over to a 
ducted tour of the country in the vicinity of S$ 
Francisco, and one evening to a tour of Chinatow! 
with a dinner being held there. The annual banqi: 
will be held Thursday evening, October 31, 1935, 
the Hotel St. Francis.” 
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Features of One Hospital's 
Nursing Technique 


X-RAY PATIENTS 


X-ray patients are to be taken to x-ray by: 
Nurses in the morning. 
X-ray technicians in the afternoon. 

\ll patents are to be returned to the floors by x-ray 
technicians. 

Exceptions: A very ill patient, or a patient with 
dressing, is to be taken to x-ray by the nurse. The 
nurse is to stay with the patient and bring patient back 
to the floor. 

The rule for very ill patients holds good for patients 
with special nurses. 


PRECAUTION TECHNIQUE 


Patients with communicable diseases are put on pre- 
cautions, which means complete isolation in order to 
prevent the direct or indirect transmission of the infec- 
tious agent to susceptible persons. 

Aim of Technique 

1. Protection of other patients. 

2. Protection of patient from complications. 

3. Protection of nurse. 

Important to know how readily disease is communi- 
cable, portals of exit from and entrance of organism 
into body and complications likely to arise. 

Care of Patient 
Comfort : 

Cleansing bath daily. Sponge bath for fever and 
restlessness. Special care of mouth and nose to lessen 
toxaemia. Prevention of bed sores. Treatment of sub- 
jective symptoms and discomfort, e.g., headache, cough. 
Keep room well ventilated and sunny. 

Elimination : 

Should be closely watched. Keep bowels open; 
enemata if necessary. Record intake and output; watch 
for retention and suppression. 

Rest: 

Essential. All energy must be conserved to fight 
infection. Guard against worry, excitement, insomnia. 
Visitors should be limited. Every unncessary demand, 
mental or physical, predisposes complications, 

Diet : 

Very important. To prevent emaciation, loss of 
strength and lowered resistance. Fluids in acute stage, 
gradually increased to soft diet. Diet is given which 
will cause less strain on organs affected by disease. 
Water should be given freely whether patient desires it 
or not. 

Precaution Technique 
Gowns: 

When in contaminated area it is hung with clean side 
in and must be worn whenever there is danger of con- 
taminating more than hands. Cuffs are removed and 
sleeves rolled outside of room. Hand is inserted care- 
fully between back hems of gown and taken from hook. 
Arms are inserted, tapes tied at neck, gown is over- 
lapped at back and ends tied. If gloves are worn they 
should be put on before gown and cuff turned back. 
Removing Gown: 

Untie. Scrub hands for 1 minute or soak in dis- 
in ectant. Close fists and let gown slip off by allowing 
first one and then the other shoulder to fall forward. 
K-ep gown away from clean uniform and bring back 
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The use of Baby-San, pure liquid castile soap, 
in more than 60% of all hospitals accepting 
maternity cases, constitutes a most convincing 
endorsement of America’s Favorite Baby Soap. 
Superintendents, nurses and pediatricians agree 
that no soap but Baby-San leaves the skin so 
sweet, clean and gently lubricated. 


Baby-San is made with no oil except edible, 
first-press olive oil. Being absolutely neutral 
—without excess alkali—it cannot irritate the 
baby’s skin or produce dryness. 


Just a few drops are needed for the baby’s 
bath, because Baby-San is highly concentrated. 
When used in the Portable Baby-San Dispenser* 
the supply is never wasted. Sparingly, this 
Dispenser gives just the right amount of soap. 


*Furnished without charge to users of Baby-San. 
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How Much Do Repairs and 
Alterations Add to Your 
Garment Costs 


r [ ‘HE first cost of a garment is important only as it reflects 
real value. And value in garments depends on many 
qualities that cannot be determined by either sight or touch. 


When we have been successful in persuading hospitals to 
check into their costs of repairs and alterations and make 
comparative tests, we have had no difficulty in proving the 
dollar and cents savings in White Knight Garments. Only 
in the sewing room can the real value of garments be dis- 
covered. For it is there, after garments have been worn and 
washed, that poor design, faulty workmanship, sub standard 
materials, insufficient reinforcements are disclosed. 


White Knight Garments are designed and made exclusively 
for hospitals by an organization that understands both hos- 
pital needs and the intricacies of good garment manufactur- 
ing. Materials are specially selected, patterns are carefully 
designed for comfort and long wear and workmanship is 
held at the highest level. 

Test a dozen or more White Knight Garments against any 
others. Make the sewing room comparison. You will then 
become a White Knight customer—and you will save money. 


WILL ROSS, INC., Wholesale Hospital Supplies 
779-783 North Water Street Milwaukee, Wis. 


WHITE KNIGHT 
HOSPITAL GARMENTS 
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hems together, clean surface inside. With shoulder 
seams together, hang up by arm holes. Scrub hands for 
2 minutes or soak in disinfectant before leaving room. 

If gloves are worn, untie gown, remove gloves, re- 
move gown, hang up, then scrub. 
Linen: 

Hamper with striped laundry bag is placed outside 
door of precaution room, Linen is placed in pillow case 
as usual and dropped into laundry bag. After hands 
have been scrubbed, close bag tightly and securely. and 
put down laundry chute. 

If necessary to disinfect linen before sending to 
laundry, soak for one hour in carbolic 5 per cent. 
Dishes: 

Avoid use of unnecessary dishes. Special care when 
removed from room. Have newspaper on slab in utility 
room on which to place tray. Left-over food wrapped 
in paper and put in incinerator. Boil in special boiler 
for 10 minutes. Wash and return to diet kitchen. Jo 
not allow dishes to accumulate in room. 

Utensils: 

Keep separate. Keep clean. Disinfect before rem y- 
ing from room to be sterilized. For rubber goods tat 
cannot be boiled, scrub thoroughly with soap and water 
and dry in sun. 

Discharges : 

Special attention to excretions containing infectious 
material. Paper bag is pinned on side of mattress ‘or 
soiled mouth wipes and throat sticks. Burn all possible 
Feces—cover stool with 5 per cent chloride of line 
solution, mix thoroughly and allow to stand for two 
hours. 


Care of Room 

Swept and dusted daily by nurse. The broom is 
scalded under hopper faucet after’ using. Damp dusters 
are used and burned with waste materials. A separate 
mop is used and scalded after mopping infected areas. 
If linen, throat sticks or any other articles are dropped 
on the floor they are considered contaminated and must 
be destroyed or properly disinfected. 

Care of Room After Dismissal 

Terminal disinfection. Walls, floor and furniture of 
room scrubbed thoroughly with soap and water and 
aired for 24 hours. Mattress, pillows and rubber goods 
brushed with lysol solution are aired and sunned also. 
Care of Nurse 

. Keep in fresh air as much as possible. 
. Drink plenty of water. Use individual glass. 
. Keep bowels open. 
. Never omit daily bath. 
. If sore throat, report at once. 
6. Plenty of sleep. 
Notes 

Never leave the room without properly removi 
gown. 

Stethoscope, ophthalmoscope, or other such artic! 
used must be wiped off with alcohol before being tak: 
from room. 

Library books should not be taken into room. On 
books, magazines and papers which can be destroy: 
should be given to patient. 

Charts are never taken into the contaminated area. 

If patient requires assistance in taking medicatio . 
the gown must be worn. Otherwise glass may be plac« 
on table and taken by patient. 

In taking of cultures, uncontaminated person holc; 
tube, which is inoculated by second person. 
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A THORACIC OR CHEST ASPIRATION 

Equipment 
Blanket Adhesive 

jalf sheet and rubber Collodion 

? test tubes, labeled Waste basin 
l-namel graduate Lifter forceps 
Pail 

Sterile Tray 
Alcohol 
Jodine 
Novocaine 

1 per cent 


In sterile medicine glasses 


Towels (4) 
Hemostat 
Sterile cotton 
Applicators 


2cc syringe and needles 
50ce syringe-adapter 

Thoracentesis needles 

10ce syringe with needles 

Scrub and flat sponges 
Position of the Patient 

To lessen the danger of shock, of fainting, or of 
fatigue, it is wise to have the patient lie on his un- 
affected side in a semi-recumbent position, or on the 
side of the bed; the arm may be held above the head 
or held forward with the hand on the opposite shoulder. 
The position must be comfortable, involving no strain 
or exertion. Frequently the treatment is given with the 
patient sitting on the side of the bed, his feet resting on 
a stool or rung of a chair. 

Preparation of the Skin 

The skin must be disinfected where the puncture is 
to be made. 

Punctures are usually made in one of the following 
spaces : 

In the sixth or seventh interspace in the middle asil- 
lary line where the muscle is thin. In the seventh or 
eighth interspace just outside the angle of the scapula. 
After Treatment 

The patient must remain quietly in bed, in the recum- 
bent position, and no exertion or sudden movements 
should be allowed. Sputumhould be watched for the 
presence of blood. 

Charting 

The amount, color, and quality of fluid withdrawn, 
the time of treatment, and any symptoms of fatigue or 
syncope accompanying or following it should be charted. 


ABDOMINAL PARACENTESIS OR TAPPING 


To remove free fluid from the abdomen or from a 
cyst. 
Equipment 
Blanket Adhesive 
Half sheet and rubber 3 sterile test tubes 
Large rubber sheet Abdominal binder 
12-inch rubber tubing Pail or 5-pint bottle 
Sterile Tray 
Alcohol 
lodine 
Novocaine 
_ 1 per cent 
lrocar Kelly 
_ Sealpel Applicators 
Scrubs and floors Syringe and needles 
lowels 
Position 
Sitting up if possible. 
lace half sheet and rubber over knees, and rubber 
shvet on floor under pail. Towel over lap. 
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SENSATIONAL 


~ VALUE 


. can shop the country over and you will 
not find another bed spread to compare with 
this “‘getting-to-be-famous” White Knight spread for 
hospital service . . . It has the looks, the feel, the 
inbuilt quality and stamina that marks it as a de- 
serving member in the White Knight Linen Line. 
It has established many records for service. It is 
strongly woven, remarkably durable. And, of 
course, it is an exclusive White Knight spread. 
Similar to imported Pique but sold at a much lower price. 
And you can get it either in White or in Green, Autumn 
Rose and Sand. 
In lots of 100 Name Crest can be woven at slight addi- 
tional cost. 
Whether your present need is for a dozen or a hundred 
spreads, this is the one to buy. We'll be glad to send you 
a sample spread for examination if you desire. 

Size 1-23 24-49 50-100 
L-252 White 63 x 90 $2.20 $2.05 $1.95 
L-253 White 72 x 90 2.30 2.15 2.05 
L-254 White 81 x 90 ys 
L-287-G Green 72 x 110 3.00 A 
L-287-S Sand 72 x 110 3.00 2.85 2.75 
L-287-B Autumn Rose 72 x 110 3.00 
WILL ROSS, INC., Wholesale Hospital Supplies 
779-783 N. Water Street Milwaukee, Wis. 
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“POLAR” WATER STILLS 


Manufactured exclusively by us 


Distillation is the only convincing answer to the demand 
for pure water. Polar Water Stills have had an outstanding 
acceptance where efficient, economical water distillation 
is required. Many thousands of them are in use and giving 
excellent service today. 

The Industrial type shown above is steam operated and 
can be furnished in capacities to meet any requirements. 

Smaller stills for laboratory use and small distillation 
requirements are furnished in urn, wall and stand types, 
electrically and gas operated. 


U. S. Bottlers Machinery Co. 
4018 No. Rockwell St. Chicago, III. 


Offices in all principal cities 








ECONOMY 
IN WHEEL 
CHAIRS 


means Durability— 
Comfort—and Appear- 
ance at a reasonable 
price. 


For years Gendron has built Wheel 
Chairs with these fundamentals in mind. 
Consequently it is not unusual to find 
Gendron Chairs with wood wheels, wood 
frames, and wood bodies—old-fashioned 
in every respect—still in active service. 
And it is not unusual to find Gendron 
Chairs serving where other Chairs have 
failed! Such is Gendron quality—the 
kind of quality that marks economy in 
buying! 


Gene — Wheel Chairs 


Since 1872 


THE GENDRON WHEEL COMPANY 
Factory: TOLEDO, OHIO 


Area—Below umbilicus in median line. Skin pre. 
pared. Noocaine injected. Trocar inserted. 

The end of the tube rests in the pail and the solution 
drains out. Sometimes a gallon may be removed. 

Be sure that bladder is emptied before beginning. 
After Care 

Measure fluid. 

Send specimens to laboratory at once. 

Pericardial sac may also become distended. Proce- 
dure is much the same. Needle and syringe is used. 
Care of Needles 

See that the needles are in good condition before 
starting. Boil before, and afterwards if necessary. 
After Care of Fluid 

The fluid is sent immediately to the laboratory to be 
analyzed for (1) specific gravity, (2) differential white 
cell count, (3) the Esbach test, (4) the specific organ- 
ism present. Bottle should be carefully labeled with the 
date, the patient’s name, the ward, the nature of the 
fluid, and for what it is to be examined. 

Dangers Involved in a Chest Aspiration 

1. Shock. 

2. Puncture of the intercostal or pulmonary blood 
vessels, with a severe hemorrhage which may prc ve 
fatal. 

3. Puncture of the lung or of the diaphragm. 

4. Fatal syncope due to the withdrawal of fluid and 
the sudden relief of pressure on the heart, blood vess«ls 
and lungs, etc. 

5. Convulsions have occurred, probably of reflex 
origin. 

Important Factors to be remembered in giving the 
treatment : 

1. That the treatment involves one of the vital 
organs, the function of which has been interfered with. 

2. The proximity of the heart, the function may also 
have been interfered with. 

3. The danger involved: 

Watch the patient’s color, pulse, and respiration. 
Watch for coughing (which may result from 
pricking the visceral layer of the pleura). 
Watch for symptoms of syncope. 
Danger of infection or of forcing air into the 
pleural cavity. 
OXYGEN CHAMBERS 
Instructions to be followed by special nurses working 
in oxygen chambers 
A. Oxygen supports combustion; therefore, the fol- 
lowing materials not allowed in chamber or follow- 
ing procedures not allowed to be carried out: 
1. Alcohol. 
2. Alcohol containing antiseptics, such as tiic- 
ture of iodine, etc. 
3. Alcohol lamps or matches. 
4. Alcohol sponge baths. 
Following antiseptics may be used: 
1. Mercurochrome. 
2. Merthiolate. 
3. Hexylresorcinol. 
Keep doors tightly closed at all times. 
When leaving chamber stand behind curtain bef: re 
opening door, and vice versa when entering. )0 
not throw curtain back when door is open. 
Do not leave chamber except when absolutely nec: s- 
sary. Supplies will be brought to you. 
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F. Moisten, stir and break up soda lime twice daily. 

G. Do not tamper with thermostatic temperature con- 
trol or radiator valve. Temperature of 67° F. most 
desirable for the average case. Temperature should 
not drop below 65° F. or go above 70° F. except 
when giving a bath. If it does, call intern during 
day and night superintendent after 10 p. m. 

H. See that intern alternates refrigeration coils every 
morning and evening. 

I. The intern on medical service is in charge of the 
chamber ; call him for advice and assistance. 


Lab. Technician’s Examination Held 


» » The last semi-annual examination conducted by 
the Registry of Technicians of the American Society 
4 Clinical Pathologists was held in April in various 
ities of the United States and Canada. Conducted by 
special examiners appointed by the Society, the exami- 
nation was taken by 439 applicants, 403 of which 
passed. This unprecedented number was doubtless due 
to the fact that hospital administrators, laboratory di- 
rectors and physicians are closely following the recom- 
mendations of the American Medical “Association, 
American College of Surgeons and the American Hos- 
pital Association, insuring the qualifications of the clin- 
ical laboratory technicians by a certificate from the 
Registry of Technicians. 

The requirements for a certificate are fully explained 
in the booklet issued by the Registry, which is sent free 
on request to the Registrar, 234 Metropolitan Bldg., 
Denver, Colo. The next examination will be held in 
October, applications for which should be filed not later 
than September 15. 





Mississippi Valley Medical 
Group to Meet 


» » The first annual meeting of the newly-formed 
Mississippi Valley Medical Society will be held Octo- 
ber 2-4 at the Lincoln-Douglas Hotel, Quincy, II. 
Among the speakers on the program, which is arranged 
to appeal especially to the general practitioner, are: 

Isaac A. Abt, M.D., Professor of Pediatrics, North- 
western University School of Medicine. 

Fred H. Albee, M.D., Professor of Orthopedic Sur- 
gery, New York Post-Graduate Medical School and 
Hospital. 

W. Wayne Babcock, M.D., Professor of Surgery, 
Temple University School of Medicine. 

Hugh Cabot, M.D., Professor of Surgery, Univer- 
sity of Minnesota Graduate School of Medicine. 

Arthur C. Ernstene, M.D., Cardiologist, Cleveland 
Clinic. 

Frederick A. Figi, M.D., Associate Professor of 
Laryngology, University of Minnesota Graduate School 
of Medicine. 

Thomas E. Jones, M.D., Gynecologist, Cleveland 
Clinic. 

William C. McCarty, M.D., Professor of Pathology, 
University of Minnesota Graduate School of Medicine. 

Albert Soiland, M.D., Chairman, Malignancy Board, 
California Hospital of Los Angeles. 

Each of these men will give two or three practical 
lectures or clinical demonstrations and will be assisted 
by specialists from Illinois, Missouri and Iowa, who 
will conduct a clinical lecture course. Over fifty lectures 
and demonstrations will be given during the three-day 
session. 
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WHY “LYSOL” SAVES 





as that of the average cresol compound. Thus you 
may use less “Lysol” to obtain solutions of comparable 


germicidal strength. 





fect miles of floors and walls ... or valuable instru- 
ments ... “Lysol” does a thorough job against all 
those germs that must be killed. Some disinfectants 
are specific in action, which means that in the dilu- 
tions recommended for a given purpose, they are 
effective against some microOrganisms, but ineffective 
against others. 


2) Non-Specific in Germicidal Action. Whether you disin- 





Non-Caustic . . . Non-Corrosive. “J ysol” is harmless to 
rubber, steel and nickel plate. Does not dull the cut- 
ting edge of surgical instruments. Definitely counter- 
acts corrosion. 










SEG US PAT OFF. 


on all hospital disinfection costs... 


OQ Phenol Coefficient of 5. Two to three times as high 





enjoys such complete confidence on the part of lead- 
ing doctors and hospitals, all over the world. Sales 
of “Lysol” to hospitals increased 41% over last year 
—in a period when economy has been of utmost im- 
portance. ‘“Lysol’s” huge modern production facili- 
ties insure uniformly high quality at the lowest price 


Q Large Production... Economy. No other disinfectant 


such quality permits. 


on 50-gallon con- 





PRICE—as low as $!:25 a Gallon... 50-g: 
tracts; delivered as wanted, in 10-gallon lots. Other 


compounds may match, or even cut, this price. None 
can equal “Lysol’s” final economy in actual germi- 
cidal strength. 


‘LEHN & FINK, Ine. 
‘Hospital Dep:. HM-16, Bloomfield, N. a 
Please send me valuable information about hospital dis- 
accra and how to cut.costs with “Lysol.” 




































4 


How 


Totat Dany Averace Patient 


September, 1931 
October, 1931 
November, 1931 
December, 1931 
January, 1932 
February, 1932 


August, 1932 
*September, 
*October, 1932 
*November, 1932 
December, 1932 . 
January, 1933 
February, 1933 


November, 
December, 1933 


October, 1934 .... 
November, 1934 
December, 1934 
January, 

February, 1935 


June, 1935 
July, 1935 
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Qusin? 


The charts and figures on this page are based on returns from 


91 community type hospitals in 35 states. 


ment” 


field. Watch it every month. 


Receipts FRoM Patients 
January, 1931 1,771,812.00 
1,720,474.00 
1,881,003.00 
1,831,228.00 
1,815,096.00 
1,743,189.00 
1,698,277.00 
1,598,869.00 
1,555,436.00 
1,583,005.00 
1,497,948.00 
1,521,552.00 
1,527,159.00 
1,468,059.00 
1,574,446.00 
1,496,077.00 
1,453,746.00 
1,417,856.00 
1,357,096.00 
1,327,016.00 


September, 1931 
October, 1931 
November, 
December, 1931 
January, 
February, 
March, 


*November, 1932 
December, 1932 
January, 1933 
February, 1933 


1,258,672.00 
1,331,825.00 
1,234,741.00 
1,271,784.00 
1,284,895.00 
1,342,120.00 


August, 1933 
September, 1933 
October, 1933 
Nevember, 
December, es 
January, «+ 1,373,274.00 
-. 1,357,394.00 
- 1,479,786.00 
1,529,596.00 


1,537,002.00 
1,520,135.00 
1,446,092.00 
1,506,382.00 
1,562,412.00 
1,563,621.00 
1,536,286.00 
1,565,526.76 
1,528,129.00 
1,514,901.00 


November, 
December, 1934 
January, 
February, 


July, 1935 


¢ 1930 aw 193i——y eueaidid scien: Te vaaaaae Pee ae erm 
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JF MAM JJASOND 


ssl 


was the originator of this business chart of the hospital 
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On ROABDONROOW 





a 


Operatinc Expenpitures 


January, 1931 2,058,681.00 
ons 1931 1,963,391.00 
2,026,363.00 
1,976,430.00 
1,967,866.00 
1,932,832.00 
1,925,156.00 
1,870,985 .00 
1,890,891.00 
1,885,424.00 
1,829,539.00 
1,889,887.00 
1,806,279.00 
1,763 ,572.00 
1,762,657.00 
1,733,486.00 
1,672,550.00 
1,607,822.00 
1,590,274.00 
Pe, 2992. 22600 ccsee 1,565,767.00 
*September, 1932 1,508,519.00 
*October, 1932 1,515,582.00 
*November, 1932 1,488,989.00 
December, 1932 1,568,845.00 
January, 1933 


September, 1931 
October, 1931 
November, 1931 
December, 1931 
January, 1932 
me age 1932 


1,531,870.00 
1,536,710.00 


aS ‘579, 869.00 
1,611,151.00 
1,620,478.00 
1,651,676.00 
1,680,330.00 
1,648,750.00 
1,716,400.00 
e+ 1,723,237.00 
++ 1,763,407.00 
- 1,757,885.00 


November, 1933 
December, 1933 
January, 1934 
February, 1934 
March, 1934 
April, 1934 . 
May, 1934 .. 


1,770,998.00 
1,815,650.00 
a 1,830,598.00 


September, 

October, 1934 
November, 1934...... 
December, 1934 
January, 

February, 

March, 


1, ‘388, 570. 00 
1,773,343.00 
1,813,947.00 
1,826,149.93 
1,810,623.00 
1,736,856.00 


July, 1935 
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Averace Occupancy on 100 P 
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January, 1930 
February, 1930 
March, 

April, 

May, 1930 . 
June, 1930 
July, 

August, 
September, 
October, 1930 
November, 1930 
December, 1930 
January, 1931 . 
February, 1931 
March, 

April, 
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October, 1931 
November, 1931 
December, 1931 
January, 1932 
February, 1932 
March, 

April, 

May, 56.4 
| ee eee Perera $5.6 
July, 1932 i 
August, 1932 
*September, 1932 
*October, 1932 
*November, 1932 
December, 1932 
January, 1933 
February, 1933 
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August, 1933 

September, 1933 
October, 1933 
November, 1933 
December, 1933 


September, i M 
oe eye) UATE Cae are iri 58. 
November, 

December, 

January, 1935 

February, 1935 

March, 

April, 

May, 

June, 1935 

July, 1935 


*One hospital closed during con: '! 
tion program. 
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HOSPITAL HOUSEKEEPER 


{RS. GRACE H. BRIGHAM MRS. JESSIE H. ADDINGTON 
Hotel Biltmore Presbyterian Hospital 
New York. New York 





MRS. ALTA LA BELLE 
Michael Reese Hospital 
Chicago Philadelphia 


CONTRIBUTING EDITORS 








MRS. DORIS L. DUNGAN MRS. ALICE M. ELDRIDGE 
Jeanes Hospital Fairmont Hospital 
San Leandro, Calif. 








» » » THE INSTITUTIONAL housekeeper of 
yesterday because of the lesser size of the 
hospital or institution, of necessity did not 

have to be a “specialized” executive. Many of them 
were either nurses ‘(whose training was limited to 
their own vocation) or women who had progressed 
from other ranks in the institution itself. Today, un- 
like the housekeeper of the past, the Directing House- 
keeper must be specifically trained for her particular 
duties. Hospital housekeeping calls for thinking and 
planning directed to just the same ends as any other 
business that is big enough and complicated enough to 
require management. 

It is fortunate that several of the colleges have seen 
the need for training along this line and have inau- 
gurated housekeeping classes in their administrative 
educational work. The diversity of knowledge necessary 
for this work might be more easily explained by the 
accompanying chart of the departments over which 
the Housekeeping Director has control. 





HOUSEKEEPING DIRECTOR 
/ 
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Assistants 
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HOW TO START ON A HOUSEKEEPING ROUTINE 
By MRS. ALTA LA BELLE 


Housekeeping Director, Michael Reese Hospital, Chicago 





Head houseman Supply men 
Janitors Gardner 

Floor men Exterminator 
Movers Upholsterer 
Painters Furniture refinisher 
Wall washers Mattress remakers 
Window washers Seamstress 

Carpet men Maids 


Curtain men Linen-room workers 
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The first thing to consider in setting up this charting 
of the housekeeping department personnel is the bud- 
get, ie.: 

How many of each of the above employees will my 
budget permit in ratio to the amount of work to be 
covered? These workers must each be specialized in 
his or her own line, after which a definite routine must 
be set up for each one of them. This routine of course 
cannot always be followed to the letter due to many un- 
foreseen things which may happen. 

Training pre-supposes an analysis of the work of 
each group or worker and a daily routine ordered to 
get the best results with the least waste of time, energy 
and materials. 

The next consideration to make for the best efh- 
ciency must be equipment and supplies. In this fast 
changing day of new improvements and labor-saving 
devices, synthetics, materials and supplies, one must be 
forever on the alert. Much careful study and research 
must be made of each article given the workers. 
whether it be soap, paint, textile, cleaning equipment, 
or any one of a long list of items, to know that it is 
best obtainable for the particular job for which it is 
intended. 

There are so many angles to consider: cost, for in- 
stance, whether it is best to use more of a cheap ma- 
terial or less of a higher priced, perhaps more concen- 
trated one; durability: whether it would be best to 
use a higher cost material that would last longer or 
whether it would be best to use a cheaper material and 
replace oftener. To offset losses that might occur. 
through carelessness or theft, these questions can only 
be worked out after clear records have been kept on 
them and followed by constant observation. 

Next in importance is constant inspection made daily 
by the housekeeping assistants, and routinely by the 
Housekeeping Director. On these inspections, one’s 
memory must not be trusted but notes upon which 
further check can be made should be kept and recheck 
on them must never be neglected. 

It is important to carry the respect of the lowliest 
employe who works under you in order to hold his 
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AMERICAN 


.. STERILIZERS 
..BEDPAN WASHERS 
... DISINFECTORS 

... WARMING CABINETS 


“AMERICAN” 


KNY-SCHEERER 


SURGICAL OPERATING TABLES 
OBSTETRICAL TABLES 
HAWLEY FRACTURE TABLES 
MARTLAND AUTOPSY TABLES 





All manufactured to the same exacting requirements 
which have made “American” sterilizers outstanding, 
and the choice of competent executives. 
200 Fifth Avenue 1553 W. Madison Street 
Boston Office: 851 Boylston Street 
CANADA .. . Messrs. Ingram & Bell, Ltd. 
Toronto 
Wisconsin State Nurses’ Association, Sheboygan, September 
23-25 
Illinois State Nurses’ Association, Danville, Ill., September 
25-27. 
American College of Hospital Administrators, St. Louis, Mo., 
Sept. 29-30. 
American Hospital Association, St. Louis, Mo., week of Sep- 
tember 30. 
American Occupational Therapy Association, St. Louis, Mo., 
September 30-October 4. 
Children’s Hospital Association, St. Louis, Mo., September 
30-October 4. 
American Public Health Association, Hotel Schroeder, Mil- 
waukee, Wis., Oct. 7-10. Health Education Institute, Oct. 4-6. 
North Carolina State Nurses’ Association, Hotel Charlotte, 
Charlotte, October 9-10. 
Ontario Hospital Association, Toronto, October 15-17. 
West Virginia Nurses’ Association, October 24-26. 
Kansas Hospital Association, Emporia, October 26. 
American Dietetic Association, Hotel Cleveland, Cleveland, 
Association of Record Librarians of North America, San 
Francisco, Oct. 28-Nov. 1. 
American Public Health Association, southern branch, St. 
Louis, Mo., November 19-20. 


: HOME OFFICE ERIE, PA. 
AMERICAN 
fcouceo 
| SVRGEONS 
; a ; Montreal, Winnipeg and Calgary 
American Protestant Hospital Association, St. Louis, Mo., 
American Association of Hospital Social Workers, St. Louis, 
National Association of Nurse Anesthetists, St. Louis, Mo., 
New York State Nurses’ Association, Syracuse, New York, 
Ohio, October 28-31. 
American Nurses’ Association, Los Angeles, Calif., 1936. 


New York Office: Chicago Office: 

THE HOSPITAL CALENDAR 
Sept. 27-30. 
Mo., September 30-October 4. 
October 1-3. 
October 14-17. 

American College of Surgeons, San Francisco, Oct. 28-Nov. 1. 
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loyalty to the organization for which you stand. They 
must always be shown fairness—criticism should 
never be made unless it is constructive and even then 
should never be given ostentatiously. A department 
head should never lose track of human frailties but 
should, while maintaining strict discipline, be able to 
understand the worker’s viewpoint and some personal 
difficulties under which he might be working. We must 
never lose track of the fact that a department is only 
as strong as its workers and that its success is depen- 
vial upon the clear, intelligent, human direction of its 
eac 


» « 


Some Basic Rules For 
Painting Furniture 


By Helen R. Young 


» » IT IS REMARKABLE to see the change in 
the landscape since people have been taking a‘l- 
vantage of the loans that have made repair of the old 
American homestead possible. Seeing these newly 
painted houses, as I drove through the country recent! y 
made me wonder if the inside of these homes had “ie n 
“dressed up” in like manner. After all, freshening 1 
the interior of a house or institution is quite as impor 
tant to the folks who live in it as the rejuvenation 
the exterior. 


Among other paint problems found in redecorating 
interiors is the problem of refinishing furniture. Per- 
haps the following rules will help you toward a suc- 


cessful solution: 


1. The preparation of the surface to be painted 
decides to a great degree the outcome of your paint 
job. It must be clean and smooth. Remove the old 
finish down to the bare wood if necessary. There are 
paint removers on the market which make this process 
more simple than the old method of sand papering 
After this is done, putty should be forced into all na il 
holes, cracks, and slivered parts. 


2. In putting paint on bare wood, the first coat is 
most important as it forms the foundation for the fo! 
lowing coats. To make sure that the first coat pene- 
trates the pores of the wood, the paint or enamel should 
be thinned. Put some of the paint in a cup and mix it 
with turpentine. Use a proportion of three tablespoons 
of turpentine to one pint of paint. The paint or enam:l 
used for additional coats should not be thinned. 


3. Use the type of paint, enamel, stain, varnis!, 
shellac, or lacquer that is supposed to be used for tlie 
purpose at hand. Follow the directions on paint con- 
tainer. 


4. Use a good grade of material. It takes just °s 
much time and labor to use a cheap grade as it does ‘0 
apply a better grade. The latter will far outlive t'¢ 
former. This is also true of brushes. 


5. Do not paint on a surface that is not dry 
that is not well cleaned. The new finish should per-- 
trate the pores of the wood and thereby attach itse 1 
to the surface. This it cannot do if the pores are nt 
open because of dirt, grease or pieces of the old finis 


One of the most common causes of blistering ai‘ 


peeling is painting an object when it is damp or pain - 
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ing in a damp atmosphere. The pores of the wood are 
then so filled with moisture, that the paint cannot be 
absorbed by them well enough to give it a strong sur- 
face hold. 

6, Paint and enamel should be well blended before 
being used. Open the can and pour the liquid found on 
the top into another can. Use a putty knife to work 
what is left in the bottom of the new can into a paste. 
As it softens add a little of the liquid at a time and 
blend after each addition. Continue until all the liquid 
has been returned to the original can. 


\While painting frequent stirrings are necessary to 
avoid repeated separation of the parts. There need 
not be this anxiety over varnish and shellac as their 
ingredients do not separate. 


7. Do not put paint on too thickly. Two thinner coats 
wili look nicer than one thick one and will last longer. 
Apply a little at a time and brush it out to an even 
tone. Varnish, enamel, and lacquer, on the other hand, 
are put on thicker and with just enough brushing to 
give an even surface, 

8. Be sure that each coat is dry before the next coat 
is added. This used to be a matter of waiting as long 
as two days. Now there are paints, enamels and 
varnishes on the market which dry in four hours. 


9. Systematize your painting procedure. Never 
paint first a part which you will later have to stretch 
over to reach another part. Paint the legs and under 
parts of chairs and tables first, by turning them upside 
down. 


10. If you have to stop painting before you have 
finished do not leave the brushes in the paint can or the 
can uncovered. 


Brushes should be cleaned as well as possible and 
then suspended in a jar of linseed oil. They should 
never be left to stand on their bristles. Once they are 
bent, they cannot be successfully straightened. 


» « 


Some Uses of Salt... 


» Make a thin paste of salt and olive oil. Spread over 
a spot made by a hot dish on polished wood. Let stand 
an hour, then rub off with a soft cloth. 


» Tea stains can be removed from china with a 
moistened cloth and salt. 


» To remove vegetable stains from white goods, heap 
salt on the spot. Rub the article in hot water to which 
quite a lot of borax has been added. 


» To remove blood stains from white goods, soak in 
salt water (cold) ; wash in warm soapy water, finish by 
boiling. 

» Salt and vinegar will restore polish to brass. 


» Add salt to water when washing matting to keep it 
from turning yellow. 


» Use salt and water to clean willow furniture, scrub 
well and dry well. 


» To remove ugly gray mark on porcelain tubs or 
sinks, moisten a piece of flannel with paraffin, dip in 
rough salt and rub. 


» Use salt in sweeping carpets to keep out moths. 
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3-EIN-ONE Baby 


Identification 


@ Whatever may be the preference of the hospital 
staff as to the location of the baby identification 
mark, DEKNATEL NAME-ON BEADS, “The original 
Baby Beads,” will serve them. In daily practice in 
hospitals they are now used as 

—a NECKLACE 

—a WRISTLET 

—an ANKLET 
In addition to these 3 ways wherein “Deknatel 
Name-on Beads” are used as a sole identification, 
they offer utility for several variations of the “double 
check”’ identification system. We shall be glad to 
tell you about them on request. And always, however 
their use is adapted, they are the sealed-on name 
bearing identification. Write for sample, full de- 
scription, low prices, etc. 

Originated and Developed by 


J. A. DEKNATEL & SON 
96th Ave., Queens Village (L. I.), N. Y. 














These Methods Protect You 


ETHKO Ampoule Solutions are made according to 
standard, accepted laboratory methods—methods that 
are specified in the U.S.P. and N.F 


ETHKO uses 


1. Merck’s finest U.S.P. and Reagent grade chemicals. 
2. Kimble & Jena chemically resistant, alkali free 
glass. 

3. The Ph is controlled by the Hellige Method. 

4. Specified U.S.P. and N.F. methods assure Sterility. 
Ethko Glucose is practically made to your order. 
It is freshly prepared and is never on our premises 
over six days. Prices upon request. 


Thru Supply Dealers or aS 
“SCIENTIFICALLY MADE AND CONTROLLED SOLUTIONS” = ||? 
-Ethko Chemical ProductsCo =| | 


50 East 125th Street, \tsabited'931] Now York. 





























» Salt may be used to smooth a flat iron. 
» Salt will remove ink from a carpet if put on before 
the ink is dry. 


» Salt dissolved in ammonia or alcohol removes grease. 





» Put lemon juice and salt on iron rust—and lay in 


the sun. The rust can then be removed. 

» Salt rubbed on the handles of knives will remove 
stains. 

» Salt water will clean and freshen foul jars and glass 
bottles. ; 
» To remove fruit stains, apply alcohol to soften and 


dissolve the stain. Add salt. Apply boiling water. If 
not successful use oxalic acid and ammonia. 








HOTEL 


TWENTY STORIES OF 
SOLID COMFORT 
810 OUTSIDE ROOMS 
EACH WITH TUB AND 
SHOWER BATH @ 

A DAY 

AND UP 
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fates] Ura za a 


CADILLAC SQUARE 
AT BATES STREET 














OLD RADIATOR TRAPS 


Are transformed into modern, efficient traps 
by the use of Monash ten year guaranteed 
thermo element—as per illustration. 


Send us one of your old trap 
w3 bodies. We will fit our element 
into it and return it to you post- 

#% paid for test on consignment. 


Monash-Younker Co., Inc. 
nq Established 1890 
tied 1315 W. Congress St., Chicago 
































Indelible... APPLEGATE’S 


MARKING 
INK 


Approved by A. C. S. 


Will never wash out... 
will last the full life of 
the goods. 


SAFE... 
‘Contains no acid or 
chemical to eat holes or 


ECONOMICAL 
No waste, no deteriora- 
tion, no_ re-marking. 
Saves hours of sorting 
time. 


injure any cloth fabric 
or corrode die plates. 


MARKERS 
Costs only 3c per dozen 
for marking. Foot power 
machine $30. Hand 
power $20. 


XANNO INK 
A no-heat ink — lasts 
many washes longer 
than other no-heat inks. 


Send for Catalog and Sample Impression Slip 


APPLEGATE CHEMICAL CO., 5630 Harper Avenue, Chicago, Ill. 
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Staff Organization ... 
(Continued from page 27) 





greatly in the hopitals, they must be studied to make 
them apply to individual needs. 

We have discussed the direct relationship of the 
departments to the superintendent, and the relation- 
ship between the superintendent and the board of 
trustees—in each case a three-fold obligation. Close 
cooperation between everyone connected with the hos- 
pital—that is, the board, the superintendent, and the 
personnel, with the medical profession (the staff doc- 
tors), and the community, meaning the patients—is 
essential. As the governing body, the attitude of the 
board of trustees pretty largely determines the ways 
in which this three-fold obligation can be met. 

Mr. S. M. Jackson, president of the Tacoma General 
Hospital, phrased it this way at the Trustees Section of 
the 1928 A. H. A. convention: “There are many ways 
in which business men can be of invaluable aid to the 
hospital in its problems. These may all be summed up 
under the general heading of bringing to the hospiral 
efficient business methods. 

“Through their expert knowledge the physical pri 
erty of the hospital can be made the most efficic: 
possible for its purpose, all the various methods familiar 
to the business man in accounting, purchasing an 
employing help may be wisely employed, red tape may 
be cut away and centralized management put in the 
place of the old haphazard, unwieldy board control. 

“The executive skill of the business man can be of 
great assistance in the organization of the board of 
trustees of the hospital in such a way that decisions 
may be quickly reached and delays prevented, complete 
records kept for the guidance of the hospital and the 
protection of the patient, doctors classified to prevent 
unskilled work on the part of the partially trained or 
immature physician, and the greatest security provided 
for the patient on every hand. And after all is said and 
done, the patient is the one to be considered over all 
others.” 

Thus it can be seen that he feels very keenly the 
responsibility of the board of trustees in the selection 
of the medical staff. It is such a sense of responsibility 
that should be felt by every member of every board 
responsible for the organization and operation of a 
hospital. 


» « 


How to Plan Auxiliary ... 
(Continued from page 18) 





nursery, outside of the nurses’ salaries, and a short 
time ago bought an infant respirator for the delivery 
room. 

As stated above, the various auxiliary groups «re 
invaluable to the hospital. In every community thc ve 
is a group of people which is directly interested in ‘'s 
welfare, who have close enough contact with the hi s- 
pital to know something of its activities and probletis, 
and who, when they or their neighbors become ill, fcel 
that the proper hospital to go to is the one for whi-h 
they are working. 

The auxiliaries of the Delaware County Hospi: il 
are its most powerful support. 
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you will, undoubtedly, want to visit. 
Advance reservations suggested. 


O. P. GREATHOUSE, 


An Invitation to Visiting Delegates 
AMERICAN HOSPITAL 


ASSOCIATION CONVENTION 
St. Louis -- Sept. 30—Oct. 1-2 


The Melbourne Hotel offers you every advantage of convenience, comfort, luxury 
and economy for the convention period. 
Auditorium (convention headquarters) and the group of St. Louis hospitals which 
St. Louis Medical Society just two blocks away. 


400 ROOMS 
With Bath 


Manager from 


$950 





Located midway between the Municipal 








MELBOURNE HOTEL 


Lindell Boulevard at Grand Avenue 











Perhaps .. . 


Our 


motives 
are 


selfish 


But they are of an enlightened selfish nature. 
We know HOSPITAL MANAGEMENT in its 
new form is Good News to all hospital people. 
And we assume that you, as a reader, agree. 
Knowing a thing to be good, you, of course, 
want to pass it on—(at no inconvenience to 
us, of course)—and very little to yourself! 
Please list the names of your friends and as- 
sociates who should receive it regularly! 
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Hospital Management 
612 No. Michigan Ave. Chicago, Ill. 























Over two thousand 
hospitals use 
our forms 










Superintendents 


should have our 


CATALOGS 
and FREE 
SPECIMENS 


of 


Charts and Records 


AMERICAN COLLEGE OF SURGEONS 
(Standardized Records) 


CATALOG No. 10 (100 Miscellaneous Forms) 
TUBERCULOSIS RECORDS 
OCCUPATIONAL THERAPY RECORDS 
VALUABLE RECORD BOOKS 






























HOSPITAL STANDARD PUBLISHING COMPANY 


40-42 S. PACA STREET - BALTIMORE, MD. 
Write for samples Sent on request - 
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Buyer ‘4 Guide 


TO HOSPITAL SUPPLIES 


ABSORBENT CELLULOSE 
Johnson & Johnson 
Lewis Mfg. Co. 

Will Ross, Inc. 


ABSORBENT COTTON 
American Hospital Supply 
Corp. 
3ay Co. 
Johnson & Johnson 
Lewis Mfg. Co. 


ADHESIVE 
American Hospital Supply 
Corp. 
Bay Co. 
Jonnson & Johnson 
Lewis Mfg. Co. 


ALCOHOL 
Hospital Liquids, Inc. 


ALUMINUM WARE 
American Hospital Supply 
Corp. 
Swartzbaugh Mfg. Co. 


ANAESTHETICS 
Hoffmann-LaRoche, Inc. 
Puritan Compressed Gas Corp. 
E. R. Squibb & Sons 


ANTISEPTICS 
American Hospital Supply 
Corp. 
Lehn & Fink, Inc. 


BABY IDENTIFICATION 
American Hospital Supply 
Corp. 
J. A. Deknatel & Son 
Johnson & Johnson 
Physicians’ Record Co. 


BABY SOAP 
Colgate—Palmolive—Peet Co. 
Johnson & Johnson 


BANDAGES 
American Hospital Supply 
Corp. 
Bay Co. 
Johnson & Johnson 
Lewis Mfg. Co. 
Will Ross, Inc. 


BEDS 

American 
Corp. 

Will Ross, Inc. 

BEDDING 
Cannon Mills, Inc. 
F. C. Huyck & Sons 
Johnson & Johnson 
Will Ross, Ine. 

BED PANS AND URINALS 
American Hospital Supply 


Hospital Supply 


Corp. 
Will Ross, Inc. 
BED PAN RACKS 
American Hospital Supply 
orp. 
American Sterilizer Co. 
Wilmot Castle Co. 
BEVERAGES 
Libby, McNeill & Libby 
BIOCHEMICALS 
Hoffmann-LaRoche, Inc. 


BLANKETS 
Cannon Mills, Inc. 
F. C. Huyck & Sons, Kenwood 
Mills 
Will Ross, Inc. 
BOOKS 
HOSPITAL MANAGEMENT 


BRUSHES 


American Hospital Supply 
Corp. 


CANNED FOODS 

Armour & Co. 

Libby, McNeill & Libby 
CASE RECORDS 

Hospital Standard Publishing 


0. 
Physicians’ Record Co. 


CASTERS 
The Bassick Co. 


CATGUT 
American Hospital Supply 
Corp. 
Davis & Geck, Inc. 
Johnson & Johnson 
Lewis Mfg. Co. 
Will Ross, Inc. 


CELLUCOTTON 
American Hospital Supply 
Corp. 
Lewis Mfg. Co. 
CHEMICALS 
Davis & Geck 
Ethko Chemical Products Co. 
Hoffmann-LaRoche, Inc. 
E. R. Squibb & Sons 
CHART SYSTEMS 
Hospital Standard Publishing 
Co. 


CHEESE 

Armour & Co. 
CHINA, COOKING 

D. E. MeNicol Pottery Co. 

Onondaga Pettery Co. 
CHINA, TABLE 

D. E. MeNicol Pottery Co. 

Onondaga Pottery Co. 
CLEANING SUPPLIES 

Armour & Co. 

Colgate—Palmolive—Peet Co. 

J. B. Ford Co. 

Lehn & Fink, Inc. 
CLINICAL CAMERA 

Eastman Kodak Co. 
COCOA 

S. Gumpert & Co. 
CONDENSED MILK 

Armour & Co. 

Libby, McNeill & Libby 
COOKING APPLIANCES 

Edison General Elec. Co. 
COTTON 

American Hospital Supply 

Corp. 

Bay Co. 

Johnson & Johnson 

Lewis Mfg. Co. 

Will Ross, Ine. 
COTTON BALLS 

Johnson & Johnson 
CRINOLINE 

Johnson & Johnson 
CUBICLE EQUIPMENT 

H. L. Judd Co., Ine. 
DENTAL EQUIPMENT 

Johnson & Johnson 
DISINFECTANTS 

Johnson & Johnson 

Lehn & Fink, Inc. 
DISINFECTING EQUIPMENT 

en Laundry Machinery 

oO. 

American Sterilizer Co. 

Wilmot Castle Co. 
DISHWASHING CLEANERS 

J. B. Ford Co. 





CHECK THIS LIST BEFORE YOU BUY 
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AND EQUIPMENT 





DOCTOR’S PAGING SYSTEMS 
Western Electric Co. 
Holtzer-Cabot Electric Co. 

DRESSING MATERIALS 
Bay Co. 

Johnson & Johnson 
Lewis Mfg. Co. 
Will Ross, Inc. 

DRINKS 
Libby, McNeill & Libby 

DRUGS 
Hoffmann-La Roche, 
E. R. Squibb & Sons 

ELECTROCARDIOGRAPHS 
General Elec. X-Ray Corp. 

ELECTRO THERAPEUTIC 

APPARATUS 
General Electric X-Ray Corp. 

ETHER 
E. R. 

FILMS 
Eastman Kodak Co. 

FISH 
Libby, McNeill & Libby 

FLOOR COVERINGS 
F. Cc. Huyck & Sons, Kenwood 

Mills 

FOOD CONVEYORS 
Swartzbaugh Mfg. Co. 

FOODS 
Armour & Co. 

S. Gumpert & Co. 
Libby, McNeill & Libby 

FORMS 

Hospital Standard Publishing 
Co 


Ine. 


Squibb & Sons 


Physicians’ Record Co. 
FRUITS, CANNED 

Libby, McNeill & Libby 
FURNITURE 

American Hosp. Supply Corp. 

Will Ross, Inc. 
GARMENTS 

American Hosp. Supply Corp. 

Will Ross, Inc. 
GAUZE 

Bay Co. 

Johnson & Johnson 

Lewis Mfg. Co. 
GELATINE 

S. Gumpert & Co. 
GERMICIDES 

Davis & Geck, Inc. 
GOWNS, PATIENTS’ 

Will Ross, Ine. 
HOSPITAL BULLETINS 

Physicians’ Record Cg. 
HOSPITAL PADS 


Bay Co. 

Johnson & Johnson 
Lewis Mfg. Co. 
Will Ross, Inc. 


HOSPITAL POSTERS 
HosPITAL MANAGEMENT 


HOSPITAL SUPPLIES 
American Hosp. Supply Corp. 
Bay Co. 

Johnson & Johnson 
Lewis Mfg. Co. 
Will Ross, Inc. 


HOT WATER BOTTLES 
American Hosp. Supply Corp. 
Will Ross, Inc. 


HUMIDITY CONTROL 
Johnson Service Co. 


HYPODERMIC NEEDLES 
American Hosp. Supply Corp. 
Meinecke & Co. 

ICE BAGS 
American Hosp. Supply Cop. 


Meinecke & Co. 
Will Ross, Inc. 


IDENTIFICATION 
NECKLACES 
J. A. Deknatel & Son 


INCUBATORS 
Wilmot Castle Co. 
J. A. Deknatel & Son, Inc. 
INDELIBLE INKS 
Applegate Chemical Co. 
INTERCOGMMUNICATING 
SYSTEMS 
Western Electric Co. 
INTRAVENOUS SOLUTIONS 
American Hosp. Supply Corp. 
Don Baxter Intravenous 
Products Corp. 
Ethko Chemical Products Co. 
Hospital Liquids, Inc. 
JANITORS’ SUPPLIES 
Colgate-—Palmolive—Peet Co. 
J. Ford Co. 
JOURNALS 
HOSPITAL MANAGEMENT 
KERCHIEFS 
Will Ross, Inc. 
KITCHEN EQUIPMENT 
Swartzbaugh Mfg. Co. 
LAUNDRY EQUIPMENT 
American Laundry Machy. Co. 
LAUNDRY MARKING 
EQUIPMENT 
Applegate Chemical Co. 
LAUNDRY SUPPLIES 
American Laundry Machy. o. 
Colgate—Palmolive—Peet Co. 
J. B. Ford Co. 
Lehn & Fink, Inc. 
LAXATIVES 
Hoffmann-La Roche, Inc. 
LIGATURES 
See Sutures 
LINENS 
Cannon Mills, 
Will Ross, Inc. 
LUBRICATING JELLY 
Johnson & Johnson, Inc. 
MARKING INKS * 
Applegate Chemical Co. 
MARKING MACHINES 
Applegate Chemical Co. 
MARKING PENS 
Applegate Chemical Co. 
MEAT (Fresh, Cured and 


Canned) 
Armour & Co. 


MONEL METAL 
International Nickel Co. 
MOTION PICTURES 
Davis & Geck, Inc. 
MOTION PICTURE EQUIP- 
MENT 


Ine. 


Eastman Kodak Co. 
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MUSIC REPRODUCTION 
Western Electric Co. 


NAPKINS (PAPER) 
Will Ross, Inc. 


NECKLACES, IDENTIFICA- 
TION 
J. A. Deknatel & Son 


NICKEL WARE 
International Nickel Co. 


NURSES’ GARMENTS 
Will Ross, Inc. 


NURSES’ PINS 
J. A. Deknatel & Son, Inc. 


OP!ISRATING ROOM LIGHTS 
American Hosp. Supply Corp. 
Wilmot Castle Co. 

Will Ross, Ine. 


OPERATING TABLES 
American Sterilizer Co. 


ORTHOPEDIC STRAPPING 
PLASTER 
Bay Co. 


OXYGEN THERAPY EQUIP- 
MENT 
American Hosp. Supply Corp. 


PADDING 
Bay Co. 


PAPER GOODS 
American Hosp. Supply Corp. 
Will Ross, Inc. 


PAPER NAPKINS 
Will Ross, Ine. 
John Sexton & Co. 


PATIENTS’ RECORDS 
Hospital Standard Publishing 
Co 


Physicians’ Record Co. 


PHARMACEUTICALS 
Armour & Co. 
Hoffmann-La Roche, Inc. 
I. R. Squibb & Sons 


PHYSIOTHERAPEUTIC 
APPARATUS 
General Elec. X-Ray Corp. 


PINEAPPLE. CANNED 
Libby, McNeill & Libby 


PINEAPPLE JUICE 
Libby, McNeill & Libby 


PLASTER PARIS BANDAGES 
AND SPLINTS 
Johnson & Johnson 


RADIO EQUIPMENT 
Western Electric Co. 


RECORD SYSTEMS 
Hospital Standard Publishing 


Co. 
Physicians’ Record Co. 


RICE 
Southern Rice Industry 





RUBBER GOODS 
American Hosp. Supply Corp. 
Will Ross, Ine. 


RUBBER SHEETING 
Johnson & Johnson 
Lewis Mfg. Co. 

Will Ross, Inc. 


RUGS 
F. C. Huyck & Sons 


SANITARY NAPKINS 
Bay Co. 
Johnson & Johnson 
Lewis Mfg. Co. 
Will Ross, Ine. 


SERVICE WAGONS 
Swartzbaugh Mfg. Co. 


SHEETS AND PILLOW CASES 
Cannon Mills, Inc. 
Johnson & Johnson 
Will Ross, Ine. 


SIGNAL AND CALL SYSTEMS 
Western Electric Co. 
iioltzer-Cabot Electric Co. 


SOAPS 
\rmour & Co. 
“olgate—Palmolive—Peet Co. 
‘{untington Laboratories, Inc. 
ohnson & Johnson 
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SOAP DISPENSERS 


Colgate—Palmolive—Peet Co. 
Huntington Laboratories, Inc. 


SODA, LAUNDRY 
J. B. Ford Co. 


SOLUTIONS 
Hospital Liquids, Inc. 


SPONGES 
Bay Co. 
Lewis Mfg. Co. 


SPONGES, SURGICAL 
Johnson & Johnson 


SPUTUM CUPS 


Johnson & Johnson 
Will Ross, Inc. 


STERILIZER CONTROLS 


American Sterilizer Co. 
Aseptic-Thermo Indicator Co. 
A. W. Diack 


STERILIZERS 


American Laundry Machy. Co. 
American Sterilizer Co. 
Wilmot Castle Co. 


SURGICAL DRESSINGS 
American Hosp. Supply Corp. 
Bay Co. 

Johnson & Johnson 
Lewis Mfg. Co. 
Will Ross, Inc. 


SURGICAL INSTRUMENTS 


Bard-Parker Co., Inc. 
Meinecke & Co. 


SURGICAL SILK—TREATED 
J. A. Deknatel & Son, Inc. 


SUTURES 
American Hosp. Supply Co. 
Armour & Co. 
Davis & Geck, Inc. 
Johnson & Johnson 
Lewis Mfg. Co. 
Will Ross, Inc. 


SYRINGES 
American Hosp. Supply Corp. 
Meinecke & Co. 


TELEPHONE SYSTEMS 
Western Electric Co. 


THERMOMETERS 


American Hosp. Supply Co., 
Ine. 

Meinecke & Co. 

Will Ross, Inc. 


TOWELS 
Cannon Mills, Inc. 


TRAY CARRIERS 
Swartzbaugh Mfg. Co. 


TRAY COVERS 
Will Ross, Inc. 


UNBLEACHED MUSLIN 
Bay Co. 


UNIFORMS 
Will Ross, Inc. 
VEGETABLES, CANNED 
Libby, McNeill & Libby 


WASTE RECEPTACLES 
American Hosp. Supply Corp. 
Will Ross, Inc. 

WATER STILLS 
American Sterilizer Co. 

U. S. Bottlers Machy. Co. 

WATERPROOF SHEETING 
American Hosp. Supply Corp. 
Johnson & Johnson 
Lewis Mfg. Co. 

Will Ross, Inc. 

X-RAY APPARATUS 

General Electric X-Ray Corp. 


X-RAY FILMS, SUPPLIES 


Eastman Kodak Co. 
General Electric X-Ray Corp. 
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A NEWS FROM SUPPLIERS 
es AVENUE 


—— RIGHT Aq 
| EDGE ned sid sa p Cordless Electric Iron on Market 


Th MODE » » Brannon, Incorporated of Detroit, Michigan, has 
ese Features ROS cious developed a cordless electric flat iron for commercial 
When You nec S service in laundries, hospitals, hotels and other insti- 

Visit FOOD THAT IS tutions. Advantages claimed for the “Cord-Less- 


D Matic” are: quicker heating, speed, adjustable handle, 
FAMOUS larger ironing surface, elimination of cord troubles 


é EFFICIENT COURTEO and replacements, omission of operator interference, 
SERVICE we 











storage of heat like water or air under pressure, cut 
1 





—. of current costs. The iron draws 1500 watts, can be 
LOW RATES had in three weights, 6, 8 or 10 pounds, and separate 
$] 50 WITHOUT irons may be had for either AC or DC operation. 
+ 


PRIVATE BATH 


2 O New X-Ray Tube Developed 
e PRIVATE BATH 


» » General Electric X-Ray Corporation, manufac- 
turers of the Genuine Coolidge Tube, has recently aii- 
GEO. H. MINK nounced a new, more powerful, faster-cooling tube wit! 
Manoger two focal spots—one small, for detail, the other larger, 

| MICHIGAN AVE. AT CONGRESS | for sustained exposures. A handicap of former tubes 
has been overcome in this new model, states the an 
nouncement, in that the anode end has been maile 


smaller, as has the bulb, which allows its insertion in 
feyis, most tube bowls. Early production is scheduled fur 
the new RB1-4, by which name it will be known. 


Adhesive-Backed Linoleum 


Reasons Wh oe 
You Shoudd y, » » Congoleum-Nairn, Inc., of Kearny, New Jersey, 
ee ved announces the development of a new inlaid linoleum, 


-. exclusive feature of which is the adhesive which is 
applied to its back. This adhesive has only to be 
4 activated by a scrubbing brush dipped in water, before 


laying the linoleum directly to wood or concrete floors, 
Time tried. Used increasingly in leading hospitals for more than twenty above grade. This product, states the announcement, 
years. gives a stronger inlaid linoleum floor, installed in less 


Safe. Diack Control attached long twelve-inch thread makes it easy to i : : 31 = 
scirect Gra couttels Wom the. baat’ of tao deveion tandio at the tase time and at lower cost than has ever been possible ly 
clusion of the sterilizing period. If the tablets have melted your dressings fore. Other features are: a room is ready for use as 


fe. N i ; ° i ‘ a : 

are safe. No guesswork, no opening of bundles watil the surgeon wees | coon as the linoleum is laid, no wait being necessary 

a Pn aa ae ae 

3 The tablets in Diack Controls are hermetically sealed in glass and cannot while the linoleum “sets ’ heavy pieces of furnitur 






































be affected by impurities in the steam or atmosphere. Sealed-in tablets will not dent the surface as the even distribution of the 
cannot contaminate your dressings. : : : 
adhesive holds every square inch tightly to the floor. 


Diack Controls (100 in a box). | box, $3.60. 2 boxes, $3.40 each. 
10 boxes, $3.20 each. 50 boxes, $3.00 each. Postpaid. 


A. W. DIACK 5533 Woodward Avenue DETROIT | Streamlined Valves 

» » The Jas. P. Marsh Corporation of Chicago, IIl.. 

has recently added two new valves to its line—the New 

bef O S p | TA L L | Q U | D S Marsh No. 2 Air and Vacuum Valve and the Marva! 
No. 2 Syphon Air and Vacuum Valve. The valves, the 

manufacturer claims, are streamlined, unusually a'- 


Incorporated tractive in design, and have several salient mechanic: ! 


C H | C A G O advantages. 


BP ae pe sep OF Zeolite Booklet Issued 
SOLUTIONS » » The Permutit Company of New. York City his 


PHYSIOLOGIC SALINE 0.85% DEXTROSE SOLUTION 10% published an interesting booklet entitled, ‘Zeolites- 
RINGER’S SOLUTION in Distilled Water Mining, Processing, Manufacture and Uses.” Its thiriy 
HARTMANN’S SOLUTION DEXTROSE SOLUTION 10% pages are filled with many illustrations and a compr:- 

DERTROSE SOLUTION 5% in Physiologic Salt Solution rao epee act vA history of zeolites, the mani 

ctu 5 z ; ( 

sian seiniinn 64, pextmoss SoLUTeOn 50% acture of synthetic zeolites, mining and processing 

in Physiologic Salt Solution in Distilled Water greensand zeolites, and the zeolite water softener ar! 
its uses. Copies of this booklet will be sent free to 


PROTEIN-FREE . . . . NON-PYROGENIC | all readers who may request it. 
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